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START OFF RIGHT! 


Now that the war is over and physicians are return- 
ing to civilian practice, it is essential to “set up shop” 
in an efficient manner. Time saving, effective thera- 
peutic apparatus is a must in your “new” offices. Es- 
pecially since ultraviolet therapy treatment proved so 
successful during war-time practice. 


HANOVIA 
LUXOR 


ALPINE 


ULTRAVIOLET 
LAMP 


with the improved quartz burner, delivers ultraviolet rays of 
short, medium and long wavelengths, for all therapeutic 
applications. It provides intense radiation and even distti- 
bution over a wide shadowless surface. It has a wide range 
of clinical usefulness. 


For Complete Details 
Write to the 


HANOVIA 


Chemical & Manufacturing Co. 
Dept. 306-G Newark 5, N. J. 


World’s largest manufacturers of ultraviolet equipment for the 
Medical Profession. 


HEBERDEN’S NODES * 
Their Relation, to Other Degenerative Joint Diseases 


ROBERT M. STECHER, M.D. 


CLEVELAND 


Heberden’s nodes are manifestations of degenerative joint disease usually 
affecting the terminal and occasionally involving the proximal interphalangeal 
joints of the fingers. They are described as the characteristic lesion of this’ 
disease, the commonest and the most easily recognizable feature of a gen- 
eral condition involving many joints. Actually, they are seen in only a 
small proportion of the patients who seek medical advice because of degen- 
erative joint disease. The present study is a review of a series of the cases 
of women with Heberden’s nodes to discover what proportion of the patients 
have noteworthy degenerative disease of:other joints and to compare this 
with the proportion of this disease found in a similar group of women. 

The series consists of 94 women with idiopathic Heberden’s nodes who 
were discovered on the medical service at City Hospital or came to my office 
as private patients. The criteria for the diagnosis of and distinction between 
idiopathic and traumatic Heberden’s nodes have been described in detail 
in a previous publication. Diagnosis depends upon deformity of the ter- 
minal joints of the fingers consisting of enlargement visible on the dorsum 
of the finger and in severe instances on the lateral aspects also. The en- 
largement is palpable as a firm to bony hard ridge attached to the proximal 
end of the distal phalanx. A further stage of the disease produces flexion 
deformity of the terminal phalanx. In the final stage there is also lateral 
deviation of the terminal phalanx to either side. Idiopathic Heberden’s 
nodes arise spontaneously, involve fingers of both hands and must be distin- 
guished from traumatic Heberden’s nodes arising as a result of injury. This 
study is confined to women. Most of the patients had a thorough physical 
examination; the others at least had all joints investigated by palpation, and 
function was tested by observation of range of active and of passive motion. 

The group consists of 66 index cases of the previous study, women with 
Heberden’s nodes and 28 affected sisters who were examined. They ranged 
in age from 36 to 76; the median age was 60.2 years and the average was 
59.7. It was a group of middle-aged or elderly women, a group one might 
suspect of having a high incidence of degenerative joint disease. 

During a study on the heredity of Heberden’s nodes? a control series of 
women was assembled, chosen simply because they were the sisters of women 
who did not have Heberden’s nodes. The group was selected to have about 
the same size and the same age distribution as the group of women with 
Heberden’s nodes. The incidence of Heberden’s nodes in the sisters of the 
control group was 5 in 109, what one would expect in the population, in 
general compared with 33 in 129 found in the study series.2 This control 
group ranged in age from 32 to 77, with a median age of 55.3 and an average 
of 55.9. As will be seen from the table, the control series contained 109 
subjects, compared with 94 in the study series. It was larger in the fourth 
and fifth decades and smaller in the sixth decade than was the study series 
of subjects with Heberden’s nodes. 


* From the Department of Medicine, Western, Reserve Universite. School of Medicine at City Hospital. 
N st her. Heberden's Nodes: The Incidence of Hvnertrophic Arthritis of the Fingers. 
5 5 Stes er, R. .: Heberden’s Nodes: Heredity in Hvpertrovhic Arthritis of the Finger Toints. 
Am. T. Sc, 201:801, 1941. 
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Heberden’s Nodes 


No. of Cases Other Arthritis Minor Complaints Joint Crepitus 


Study Series 


| 
S| 


Control Series 


| 
Rl 


Of the 94 women with Heberden’s nodes, 12, or 12.6 per cent, were 
found to have degenerative joint disease. In 11 patients this involved one 
knee; in 1 it involved a hip. It was never severe enough to incapacitate 
the patient, but it did cause serious inconvenience and discomfort in most 
instances. Deformity was not marked, but limitation of motion and crepitus 
was noted in all the affected knees. Several of the patients had a decided 
limp, but none required a cane or crutch. All took acetylsalicylic acid and 
many had resorted to physical therapy, particularly diathermy and massage 
at one time or another. Aside from the 12 patients just mentioned, 19 other 
patients complained of arthritis or rheumatism; they had transient stiffness, 
occasional soreness, questionable swelling and resort to acetylsalicylic acid 


ig. 1. — Hands of a 57 vear old woman whose eberden’s nodes started at 45. All 
or 


ngers except the ring fingers show enlargement, flexion deformity and deviation from 

the midline of erminal joint. phere is obvious enlargement of hg, 

joints of both index fingers, the left ring finger and the left little finger. e rest of 
the hand appears to be normal. 
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for relief. Their symptoms were intermittent, but there were no objective 
signs of disease warranting a clinical diagnosis of degenerative joint disease. 
No effort was made to investigate these patients routinely by roentgen ray 
examination. 

All knees were tested by palpation during motion for crepitus. Crepitus 
was noted in 34, or 36 per cent, of the cases. This condition was often un- 
noticed by the patient. It can not be considered normal. It does not of it- 
self warrant a diagnosis of degenerative joint disease. It is not necessarily 
a forerunner of future joint disability. The significance of crepitus in these 
cases is not clear. 

Of the 109 persons of the control series, 3 had definite degenerative joint 
disease of a knee, diagnosed because of pain, limitation of motion and de- 
formity and comparable to that of the persons mentioned in the first group. 
One additional patient not mentioned in the table had ankylosis of one knee, 


Fig. i — Marked bone changes js ll of the terminal ioints ify of i that of the righ 
ring finger. ere is increas uction of bon e. irregularity of ioint surface an 
~ io int, e with s ur ormation he proxim halangeal foint = 
eft — ypertrophic changes. ring finger 
moderate. a normal ity. he oth joints seem to be normal. is 
the same pair of hands seen in figure 1. 


the end result of a tuberculous infection in childhood. No instances of other 
arthritis or rheumatism without objective signs were discovered in this series. 
Crepitus was noted in only 25, or 23 per cent, of the subjects. 

As one reflects on these two comparable groups of women, an inspection 
of the table reveals at once the marked preponderance of degenerative joint 
disease in the patients with Heberden’s nodes compared with those of the 
control series. The occurrence of joint disease with objective evidence of 
pathologic change explaining the symptoms in 12 of 94 cases compared with 
2 of 109 cases is obviously too great to be explained by chance alone. The 
absence of recognition of indefinite arthritis or rheumatism in the control 
series may be explained in part to the fact that these people were seen only 
once, at which time they acted as passive but puzzled objects of what seemed 
to them to be an unimportant and useless examination. Members of the se- 
ries of affected women, in contrast, were seen frequently over a period of 
months, and they had ample opportunity to recall and describe different 
and transient complaints. Even the presence of joint crepitus, a finding of 
doubtful significance which must nevertheless be looked on as a mild form 
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of joint disarrangement, occurred half a again as often in patients. with Heber- 
den’s nodes as in the control group. 

Idiopathic Heberden’s nodes are a satticubar form of degenerative arth- 
ritis, the exact cause of which is not clearly undérstood. The incidence 
of Heberden’s nodes is influenced markedly by age, sex and race,! but the 
most important single factor so far recognized is heredity.2 The genetic 
mechanism of the disease involves a single autosomal gene, sex influenced, 
being dominant in females and recessive in males. Penetrance is dependent 
on age; hence the condition is nearly unknown in the first two decades, rare 
in the second and third decades and complete only after the sixth decade. 
Gene frequency analyses reveal that the trait occurs in 27 per cent of the 
population as a heterozygote, the theoretic incidence of Heberden’s nodes 
in women over 80 years of age and in 2.7 per cent as a homozygote, the theo- 
retic incidence in men of great age. Theoretically Heberden’s nodes occur in 
women at least ten times as commonly as in men. 

Heberden’s nodes have been described by Comroe* as the commonest 
manifestation of degenerative joint disease and are diagnostic of:degenerative 
joint disease. Meakins® stated.they are practically always préSent in osteo- 
arthritis. Dawson® called this one of the most frequent of all forms of 
osteoarthritis. Monroe’ said “that they are but part of a generalized hyper- 
trophic arthritis although they may be the chief sign.” Hench® said: “He- 
berden’s nodes are the most distinctive expression of senescent arthritis.” 
Steinbrocker® called Heberden’s nodes “the most roeet and noticable form 
of articular involvement in women.’ 

On the other hand, O’ Reilly” stated, “Heberden’s, ‘nodes are included as 
a form of osteoarthritis, but in 50 consecutiv€™cases of well marked osteo- 
arthritis I found no sign of them.” This statement seems to me to be 
nearer the truth’than are the others. . 

My figures indicate that Heberden’s nodes are by no means universal, 
even in a population of great age. In 151 men of over 70 years of age they 
were found in about 3 per cent and in 184 women of the same age in about 
28 per cent. They are much rarer in younger women, occurring in less than 
3 per cent of women under 60. They apparently occur no more frequently 
than this in patients with other degenerative joint disease. 

On the other hand, degenerative joint disease of other joints was seen 
frequently in patients with Heberden’s nodes, over -six times as frequently 
as in the control series. Although Heberden’s nodes may be a particular 
form of degenerative joint disease, their presence seems to identify the victim 
as a person with an increased susceptibility to degenerative joint disease else- 
where in the body. 

The treatment of Heberden’s nodes has not been satisfactory. No 
known therapy will make the deformities disappear once they have de- 
veloped, nor has any procedure been discovered to prevent their appearance 
or their spread to further fingers in susceptible persons. The condition is 
relatively painless, but during early development the joints are inflamed and 
the seat of soft enlargement. Such inflamed enlargements are tender, and 
the fingers need protection against trauma as well as against cold. Acetyl- 
salicylic acid gives some relief. If symptoms persist and are sufficiently 
severe to require it, hot soaks at home several times a day or paraffin packs 


Stecher and He Herech Heberden’s Nodes: Mechanism of Inheritance in Hv- 
pertrophic Ar of Mand lin. investigation 
4 icin v. 
Nel 6. & swson M in N elson’ se- Living edicine. New Vork. 
elson ons. q 
i. eT. Ch Arthritis, N York, O dU Pr 
Th ‘Nel ench. Chronic Arthritis. in Ne son's These New York, 
gon, O.: Arthritis in Modern Practices. Phila ladelohia. B. Saunders Company, '1942. 
10: eilly, ae Osteoarthritis, I. Roy. Inst. Pub. Hive. 1:73 1937, 
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several times a week are indicated. This condition of tenderness and sensi- 
tiveness is temporary, lasting from a few months toa year. The patient with 
Heberden’s nodes frequently complains of degenerative joint disease of other 
joints, which also require treatment with physical means. 


PHYSICAL RECONDITIONING OF THE KNEE FOLLOWING 
REMOVAL OF MENISCI * | 


MAJOR FREDERICK LEE LIEBOLT, M.C. 
and 
CORPORAL J. JOHN STEIN, M.S. 


Army of the United States 


Injuries to the menisci of the knee joint have been numerous throughout 
the armed services in World War II, and untold numbers of operations for 
the removal of such menisci have been performed. Experience has shown 
that proper end results more often are dependent on the proper postoperative 
care than on the actual operation itself. : 

This paper presents a program in physical reconditioning as used at the Army 
Air Forces Regional and Convalescent Hospital, Coral Gables, Fla. The 
plan which is offered is based on 118 operations performed at this installation 
for removal of injured menisci of the knee joint. 


Program 


During the first nine days the patient is bedridden. The first day is con- 
sidered to be the day after the operation. 


‘First Day 
(a) The active movement present at this time is slight, irregalar and unplanned and 


is based on the patient’s desire to alleviate pain and discomfort. The surgeon or 
physical instructor begins treatment by reassuring the patient, lifting the leg carefully 
and moving the knee passively. 

Second Day 

(a) Same as first day. 


Third Day 
(a) Gravitational flexion of the knee by the instructor. This is performed by the i>- 


structor placing his forearm on the posterior aspect of the knee and slowly raising 
it, thus permitting the knee to flex because of the weight of the leg. 

(b) Active quadriceps contraction, bilateral. 

(c) Knee and hip flexion. This is performed by instructing the patient to maintain the 
the ank!e in plantar flexion and then to slide the heel up the hed toward the buttock. 


(d) Rotation of both ankles. 
(e) Active flexion of the entire leg, performed alternately, while the knee is held ex- 


tended. : 

(f) Sit-ups. The method of touching the opposite elbow to the opposite knee should 
be used to produce rotation of the spine. 

Fourth Day 

(a) Gravitational flexion continued. 

(b) Active quadriceps contraction continued. 

(c) Knee and hip flexion of both legs. 

(d) Active flexion of the knee. 

(e) Active flexion of the entire leg. 


ane * From the Orthopedic Section, Army Air Forces, Regional and Convalescent Hospital, Coral Gables, 
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(f) Gastrocnemius contraction and relaxation with plantar and dorsal flexion of the 

ankle. 

(g) Breathing exercises, raising extended arms overhead in supine position. 

(h) Sit-ups increased three to four times. 

Fifth Day 

(a) Same as fourth day, with sit-ups increased again three to four times and gravita- 
tional flexion changed to mild forced flexion. 

Sixth Day 

(a) Same as fifth day. 

Seventh Day 

(a) Active knee flexion, bilateral, performed alternately. 

(b) Mild forced flexion of the knee. 

(c) Increased active leg flexion, bilateral, performed alternately. 

(d) Gastrocnemius contraction and relaxation with plantar and dorsal flexion of the 
ankle continued. 

(e) Raising of the legs at the hip with the feet together in supine position; then ab- 
ducting the legs; then, adducting the legs, and finishing with lowering of the legs. 
To be repeated until the patient is mildly tired. 

(f) Breathing exercises continued. 

(g) Sit-ups with increase in arithmetical rate. 

Eighth Day 

(a) Same as seventh day. 

Ninth Day 

(a) Same as seventh day. 

Tenth Day 

(a) The sutures are removed. : 

(b) The patient is permitted to walk (see discussion on walking under “comment”). 

(c) Forced knee flexion, as forceful as necessary. 

(d) Active knee flexion continued. 

Eleventh Day 

(a) Walking, with the instructor making corrections as necessary. 

(b) Forced knee flexion. 

(c) Active knee flexion continued. 

(d) Knee bends with the patient holding onto the bed, the number according to his 
ability. 

Twelfth Day 

(a) Same as eleventh day with knee bends increased three to four times. 

Thirteenth Day 

(a) Same as twelfth day. 

Fourteenth Day 

(a) Same as twelfth day. 

Fifteenth Day 

(a) Same as twelfth day. 

Sixteenth to Twenty-Eighth Days 

(a) The patient participates in adaptive sports such as saat putting, shuffleboard, bi- 

cycling and walking. If the incision is completely healed, participation’ in swim- 

ming is urged. Dancing should be restricted to the slower and straight steps, such 

as are possible in the fox-trot. Activities involving sudden, irregular or twisting 

movements, such as tennis, handball, volleyball and golf, should be eliminated until - 

the time when there is no doubt that the knee has returned completely to normal. 


Comment 


Normality in this discussion is considered to be: 

(a) knee flexion of 45 degrees; 

(b) knee extension of 180 degrees; 

(c) muscular strength in the region of the knee approximating that which 
the patient possessed prior to the injury; 

(d) appearance in walking similar to that which the patient possessed prior 
to the injury, and 

(e) absence of pain. It is apparent that the two important objectives of the 


program are: (1) range of motion, and (2) muscular strength. 


The treatment for all patients is much the same during the period from 


the third to the ninth day. The amount of each exercise is based on the 


patient’s ability and postoperative condition. 


A feeling of slight tiredness 


. 
414 
‘ 
<5 

aa 

4 

‘ 

? 


RECONDITIONING OF KNEE—LIEBOLT AND STEIN 415 


on the part of the patient is the proper time to halt. When the patient be- 
comes ambulatory, the daily program of exercises may be varied from the 
stated program according to the needs of the case. Flexibility in the am- 
bulatory program at the discretion of the instructor is recommended. 

A question frequently asked is whether the third postoperative day is too 
soon to start movement of the knee. The answer is in the negative and 
clinically is substantiated. To start movement on the third day is to insure 
the prevention of contracture of the soft tissues and of adhesions in the 
knee. It can be said that the period of the third to ninth days, when 
the patient is bedridden, is a crucial period, during which the soundness of 
the treatment assures the success of recovery. The program of treatment 
suggested has met that need at this installation. 

If a physical therapy room is available, the patient should be sent there 
for treatment on about the tenth day. If a corrective exercise room is avail- 
able, the patient should go there on about the twelfth day to take suitable 
exercises in bicycle, rowing and pulley therapy. This is in addition to the 
exercises suggested on the twelfth to the twenty-eight day in the program. 

When the patient takes up, walking on the tenth day, he is not to at- 
tempt to match the amount he did formerly. On the first ‘day of walking 
he should attempt possibly five to ten minutes of walking with an accom- 
panying rest period of at least thirty minutes. On the days following he 
may accordingly increase the walking time and decrease the resting time. 
It is a matter of adaptive progression. 

When the patient starts to walk, faults may appear in his stride to mar 
its normal appearance. Careful observation and correction by the instructor 
as well as practice by the patient will correct the faults. Left to himself 
the patient is unaware of his walking defects, or, should he be aware, he 
usually does not know how to correct them by himself. So the trained eye 
and the knowledge of the instructor are necessary in identifying and correct- 
ing the incipient wrong habits. 

The patient should also be acquainted with the fact that if he can walk, 
for example, only a total of fifty yards he should walk only half the distance 
from his resting place, so that he will have the strength to return. In ad- 
dition, it is to be remembered that sustained long periods of standing during 
the first postoperative weeks are dangerous, with swelling and pain as the 
consequences. Thus the slogan is rest and walk, or stop and go. 

Immediately after the operation the patient will have slight active move- 
ment in the quadriceps and very slow plantar and dorsal flexion of the ankle 
of the same leg. Strong active quadriceps movement will reappear by the 
seventh day, plus or minus two days for individual differences. Plantar and 
dorsal flexion of the angle will become progressively more agile and attain 
normality by about the fifth day, plus or minus two. With no complications 
a patient should have normal flexion and extension in the knee operated on by 
the fifteenth day. The rate of muscular recovery will lag behind; it ap- 
proaches normality by the twenty-eighth day. 

Fears in certain forms often appear in the patient. One arises when 
forced flexion is applied to the knee. The patient attempts to protect him- 
self by contracting the quadriceps. Thus the instructor is working against 
the tightness in the knee plus the added force of the contraction of the quad- 
riceps. The instructor should attempt to have the patient relax fully. His 
ingenuity in accomplishing this comes into play here, and if he is successful 
the problem will be easier and the patient’s recovery quicker. 

Another fear arises when the patient becomes ambulatory. Many pa- 
tients are afraid that the knee operated on cannot bear the weight of the body 
and will hence favor it. This gives rise to limping, leg abduction in walking . 
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and flexed knee walking. The patient is taught to walk correctly by being 
shown that it can be done. Once the patient sees that he can walk correctly 
the fear disappears. The patient may lapse back, but constant correction 
will finally channel him into walking properly without retrogression. 


Some patients may need forced extension because prior to the operation 
the knee was held in a flexed position due to the displaced meniscus locking 
the knee and allowing the hamstring tendons to become shortened. Since 
this condition is not always present, forced extension has not been placed 
in the stated program. However, it is to be used when necessary and can 
be started as early as the third day after operation. Limitation of extension 
is also prevented by removing the pillow from beneath the knee on the fourth 
postoperative day. 


It should be stated here that forced motion of the knee does not imply 
manipulation under anesthesia. Such is to be condemned. Forced motion 
means merely, the gentle stretching of the joint by the instructor. Such mo- 
tion produces pain to which all patients object. The alternatives in the 
situation are limitation of motion, absence of pain and prolonged hospitali- 
zation or temporary pain and a normal knee. Since normal persons desire 
normal knees, the pain should be given secondary consideration. 


As in any program of physical reconditioning, a vital and integral part 
is played by the patient himself. An instructor can give the patient a thirty 
minute work-out, but this is not sufficient. The patient should be instructed 
to perform exercises periodically during the remainder of the day. Such 
exercises as active flexion of the knee, bilateral quadriceps contraction and 
dorsal and plantar flexion of the ankles should be done. Although most pa- 
tients will not follow a rigid program of exercises, it is possible to gain the 
desired result through an informal schedule whereby the exercises are per- 
formed during odd periods of the day. On such a basis, the patient finds it 
easy and the results have been found satisfactory. The importance of this 
phase of the program should be emphasized and made clear to the patient. 


Make your hotel 
Reservations now for 


New York Session. 
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NEUROSYPHILIS WITH A THREE YEAR OBSERVATION OF 
-THE COMPARATIVE THERAPEUTIC EFFECTS OF 
INOCULATION MALARIA AND ARTIFICIAL 
FEVER THERAPY * 


VINCENT EDWARD LASCARA, M.D. 


Assistant in Neuropsychiatry, Medical College of Virginia, Richmond; and Principal Physician at 
Central State Hospital 


PETERSBURG, VIRGINIA 


“Know syphilis and all medicine will be opened to you,” quoted from Sir 
William Osler. Paraphrasing his words to apply to central nervous system 
syphilis, we would have this maxim, know neurosyphilis and all clinical neu- 
rology will be opened to you. These phrases explain just why it is impor- 
tant for all physicians to accumulate all possible knowledge of this somatic 
disease that is far from being successfully controlled. 

Syphilis is America’s gift to the world. This disease appeared in Burspe 
in the years immediately following the return of Columbus from his first 
voyage to America. It spread from Italy with the dispersal of the army of 
Charles VIII of France in the spring of 1495. . The preponderance of evidence 
for the American origin of syphilis is overwhelming. 

In the minds of many patients, a sense of shame, of extreme disgrace, 
accompanies the knowledge of infection with syphilis. The syphilitic feels 
himself outcast, unfit to associate with normal persons. His visit to the 
doctor may be the source of spiritual agony, to be carried out furtively and 
under cover, with coat collar turned up and hat pulled down. A genuine 
anxiety neurosis may develop. The physician may do much to alter his 
mental attitude to enable the patient to adjust himself to his misfortune. 
Preaching and moralizing are taboo. The patient needs a good psychological 
prescription. He must be made to realize that syphilis is a disease, not a sin; 
that the physician is interested in health, not in morals. The proper advice 
at the proper time should be given with full explanation as to the importance 
of the treatment, the reason why he should take his treatments as prescribed 
and to the complications that may develop should he not continue his treat- 
ment as scheduled. He should be instructed that if treatment is properly 
carried out, any of the normal relationships of life are possible, including 
marriage. The facts of infectiousness must be carefully explained. Psycho- 
therapy is often as important as antisyphilitic treatment to gain the most 
success. Remember we treat not only the disease, but also the patient. To 
control the disease and its later complications, the education of the patient 


relative to the disease is an important factor. 
Neurosyphilis 


Neurosyphilis can be described as the result of the invasion of the tissues 
of the nervous system by the Spirochaeta pallida. From an anatomical stand- - 
point, it may be divided into syphilis of the brain and that of the spinal cord. 
In this is included involvement of the blood vessels and meninges. Patho- 

logically, neurosyphilis is divided into meningeal or inflammatory, and par- 
enchymatous or degenerative. Pathological changes typical of syphilitic 
lesions in other parts of the body are also characterized in the nervous system. 


. * Reprinted Virginia M. Monthly 73:120 (March) 1946. 
417 


| 


418 ARCHIVES OF PHYSICAL MEDICINE Jury, 1946 


From the standpoint of the therapist a classification of neurosyphilis may 
be made on a combined clinical and anatomical basis... This combination 
divides patients into four groups (table 1). 

In the first three groups, the inflammatory element is predominant while 
in the last group degeneration is manifested. From this, it is plainly seen 
that the condition in which the parenchymatous lesions are predominant are 
the most resistant to the treatment instituted. 


Types of Neurosyphilis 


Dementia paralytica, also known as meningoencephalitic type or general 
paresis, was first recognized by Bayle as a clinical entity in 1822. The path- 
ology as we know it today was described by Alzheimer and Nissl in 1904. 
It isa mental disorder characterized by an insidious onset of poor judgment, 
personality changes, and progressive dementia, accompanied by specific neu- 
rological abnormalities and as a rule leading to a fatal termination. This 
disease is said to be greater in men than in women, and in white than in 
colored. There is greater incidence of syphilis in the colored race. It was 
formerly believed that neurosyphilis was considerably more frequent in white 
than in Negro subjects. Over a period of five years, observation at our hos- 
pital. (4000 colored inmates), there is evidence of increasing neurosyphilis 
in negroes which now almost equals the incidence in the white race. Ob- 
servation at our hospital reveals the following: Percentage of first admis- 
sions with positive blood reaction for syphilis was 14 per cent, while neuro- 
syphilis constituted 19 per cent of first admissions. The decreasing frequency 
of cutaneous lesions may explain the increasing incidence. Many observa- 
tions haye shown that the patient with florid secondary lesions seldom pre- 


TABLE I. 


Stage of Infection. Clinical Prototype. 


Meningeal Usually early ; rarely 


Acute syphilitic meningitis, neuro-recur- 
after 4th year 


rence ; early asymptomatic neurosyphilis. 


Vascular Rarely early ; usually Hemiplegia ; monoplegia ; paraplegia ; sub- 
late arachnoid hemorrhage (cerebral or spinal 
cord thrombosis hemorrhage). 
Mixed meningovascular Late Diffuse “cerebrospinal” syphilis ; brain guni- 
(3rd to 15th year) ma ; syphilitic epilepsy ; Erb’s spinal spastic 


paraplegia ; cranial nerve palsies ; basilar 
meningitis ; late asymptomatic neuro- 
syphilis. 

Tabes dorsalis ; general paresis ; primary 


Parenchymatous ate 
(10th to 25th year) optic atrophy (as isolated lesion). 


sents severe central nervous system lesions and vice versa. One reason 
‘why neurosyphilis may develop in cases with mild cutaneous lesions is that 
these patients do not know they have the disease; therefore, they are not 
treated for it, and as a result develop tertiary manifestations. 

Moore estimates that 7 per cent of syphilitic patients develop dementia 
paralytica. This type of neurosyphilis imitates all forms of mental diseases 
and constitutes about 7 per cent to 10 per cent of the population of the mental 
hospitals in this country. These figures send out another plea for more spinal 
fluid examinations of syphilitics as a precaution to offset the full borne symp- 
toms of psychosis later. Many a case of asymptomatic neurosyphilis could 
be discovered earlier, then proper therapy could be instituted so as to ward 
off the more destructive types. Paresis has its onset anywhere from five to 
twenty-five years following the initial infection, it occurs in the relative young 
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and in the middle age, and lately we have seen quite an incidence in patients 
between sixty to seventy with history of partial treatment, no treatment 
at all, and in cases discharged from clinics as “cured” of syphilis. It is known 
that the majority of the cases have their onset during the fourth and fifth 
decades. 

The first changes seem to appear in the sphere of the intellect. Memory 
alteration is noticed, particularly for recent events, mental faculties are im- 
paired, there is easy distractibility. Neurasthentic symptoms are commonly 
noted in the prodromal stage. Always suspect early paretic neurosyphilis 
in an individual who for the first time develops vertigo, headaches, loss of 
sleep and other neurasthentic symptoms during the fourth and fifth decades 
of life. The neurological signs may be evident at this time. As a rule the 
spinal fluid is positive before mental changes appear. But until these changes 
are revealed one is not justified in speaking of paresis. This type of neuro- 
syphilis presents varied mental pictures: euphoria, grandiosity, manic, de- 
pressed and agitated, dementia, and rarely the picture of dementia precox. 
As the disease progresses, paretic convulsions occur and the picture of de- 
terioration becomes more apparent. The terminal stage comes, complete 
invalidism sets in, and death is ushered in, usually with intercurrent broncho- 
pneumonia or from a status of paretic convulsive seizures. : 

Most of the neurological signs encountered in cases of neurosyphilis 
may be observed in paresis: pupillary changes, irregularity, inequality, 
Argyll-Robertson pupils (fixed to light but not to accommodation). It is, 
however, not unusual to find the pupils normal in paresis. Tremor of the 
facial muscles, lips, of the protruded tongue and of the extended fingers 
is a very frequent early physical finding. Look for the ironed out faces 
(vacant expression). Slurring of speech is often found, difficulty lies in pro- 
nouncing consonants; test phrases such as “Methodist Episcopal,” “ragged 
rascal,” are used to demonstrate the speech defect. There is often impairment 
in hand-writing and manual dexterity. Tendon reflexes may be markedly 
exaggerated, diminished or absent, and at times normal. Convulsive attacks 


may occur. 

The course of paresis has been altered by effective therapy in the last 
twenty years. Formerly it was almost invariably fatal. From the onset of 
definite mental symptoms the average span of life was two to two and one- 
half years. Remissions do occur, but usually are of short duration. The 
fatal prognosis of this disease has changed markedly since Wagner-Jauregg 
introduced fever therapy in 1918 and Lorenz introduced tryparsamide in 1923. 
More favorable promise yet is evident by the introduction of electropyrexia 
in the last decade. By means of the above therapies improvement can be 
obtained in 60 per cent to 70 per cent of the cases. Complete temissions oc- 
cur in 30 per cent to 40 per cent, and in the latter group a return to useful 
healthy working capacity is achieved. This is a most economical asset in a 
serious disease that attempts to stricken its host both mentally and physically 
to complete incapacity. 

Early diagnosis in paresis is of extreme importance. If one bears in 
mind that the clinical manifestation may simulate any form of normal dis- 
ease, it follows that in every case in which there is a change of personality 
or the appearance of any psychotic manifestation, paresis must be ruled out. 
The early diagnosis is the one that counts. The examination of the cerebro- 
spinal fluid is very important, as, in addition to mental symptoms, the final — 
diagnosis of paresis must include the typical cerebrospinal fluid formula posi- 
tive test for syphilis, increased globulin, increased cells and paretic curve. 
Tabes dorsalis or locomotor ataxia is another chronic, usually progres- 
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sive form of neurosyphilis. It is primarily an affection of the spinal cord 
and spinal roots. About 5 per cent of untreated syphilitics develop tabes 
dorsalis. There is disturbance of coordination, pupillary changes, and root 
pains of varying distribution. It is thought that the primary locus of the 
disease is in the posterior roots. In the list of symptoms there is the ataxic 
gait, absence of reflexes (areflexia), hypotonus, disturbance of sensibility, 
trophic disorders, lightning pains, and visceral crises. The Argyll-Robertson 
pupil is the most characteristic sign; another is optic atrophy which is pro- 
gressive and usually terminates in blindness. Extraocular palsies are found 
early—usually short in duration. Genital and sphincter changes are com- 
mon. In the male, impotence is among the first signs. This disease makes 
itself manifest most commonly after the first decade of the syphilitic infec- 
' ‘tion. The longer the incubation period, the more benign will be the course 
of tabes. After the fifth decade it is usually mild. Mental disorders do not, 
as a rule, occur in tabes and it is rare for a well established tabetic to develop 
paresis. When the paretic mental pene and a tabetic condition coexist the 
disease is called taboparesis. 


Optic atrophy is not only just Satie as part of the clinical findings of 
tabes, but it may occur as the only sign of parenchymatous neurosyphilis ; 
moreover, syphilis may cause atrophy of the optic nerve in several other’ ways. 
Intraocular inflammatory conditions, gumma, and pressure from syphilitic 
inflammatory products on the cerebral optic pathways may cause atrophy, 
On ophthalmoscopic examination the first change to appear in the retina 
4s general pallor of the optic disc, the whole disc gradually becoming a chalk 
‘white with sharp defined borders. Tabetic optic atrophy is progressive; 
the other types respond readily to treatment. Approximately one-half of the 
cases of early optic atrophy, exclusive of tabetic type, may be arrested. by 
prolonged use of chemotherapy and by electropyrexia. 


Acute syphilitic meningomyelitis presents symptoms that are essentially 
those of transverse myelitis; prodromal symptoms of pain in the back usher 
in the disease, then there is rapid onset of paralysis or numbness of the ex- 
tremities. Early anti-luetic treatment may give good results in these cases. 
Earlier the application of treatment, better the prognosis. Many authorities 
advocate the administration of anti-luetic treatment to all cases of. trans- 
verse myelitis because there is a chance of its being of luetic origin. The 
chronic form is more resistant to treatment. Multiple sclerosis closely sim- 
ulates the chronic form. 


Syphilitic progressive muscular atrophy is a syphilitic endarteritis of 
branches of the anterior spinal arteries which supply the anterior horn cells. 
The disease has a subacute onset, and runs a progressive course. The flac- 
cid atrophy is preceded by symptoms of paralysis or weakness. The involve- 
ment strikes the shoulder girdle; eventually the forearm and harids show 
the atrophy, while at times the hands show the atrophy first. The slow 
progression from the distal portions of the extremities toward the shoulder 
girdle as seen in non-specific progressive muscular trophy is not usually 
seen in the syphilitic disease. The syphilitic form responds readily to anti- 
luetic treatment ; therefore, it is safe to say that the prognosis is much better 
than in the non-specific muscular atrophies. 

The clinical picture of syphilitic amytrophic lateral sclerosis is in every 
way similar to that of the non-specific amytrophic lateral sclerosis. The . 
classical signs are weakness and muscular atrophy with fibrillations in the 
upper extremities and spasticity of the legs with hyperactive reflexes and 
usually the sign of Babinski. Sensory changes are not present; the changes 
are produced in the gray matter of the cord and brain. The disease responds 
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to intensive antiluetic therapy. The non-specific form is progressive and 
doesn’t respond to treatment. : 

Combined systemic disease is clinically identical with that of pernicious 
anemia. The differential diagnosis depends upon the finding of a positive 
Wassermann, Kahn, or Kolmer reaction. The prognosis depends upon the 
early institution of antiluetic therapy-and also upon the severity of the in- 
volvement of the cord. 

Syphilitic pacchymeningitis affects the cervical portion of the cord, and 
resembles syringomyelia. Wasting of the upper limbs occurs with loss of 
sensation down to a certain level. Pain in the arms is the chief complaint. 
Response to therapy i is not satisfactory. 

Gumma is only mentioned as a rarity in the spinal cord. When found 
in the cerebrum, gummas are usually associated with the meninges. Gumma 
is the rarest of the neurological findings of syphilis. 

Vascular neurosyphilis is an intense panarteritis of the large and me- 
dium-sized pial vessels usually at the base of the brain. Blood supply is 
inadequate and produces perivascular atrophies and softenings. The Was- 
sermann reactions of the blood and spinal fluid may be negative; few lymph- 
ocytes are found and usually there is a weakly positive globulin reaction. 
Vascular accidents on a luetic basis are usually found in young adults under 
forty-five years of age without renal or cardiac disease. In this age group, 
syphilis is the most common cause of cerebral vascular disease. In this 
condition treatment must be used cautiously. The damaged part of the 
brain will not regain function. 

What properly comes under the label of cerebrospinal syphilis i is a dis- 
pute; symptoms vary. The term meningo-vascular neurosyphilis is more 
applicable. There are combinations of diffuse cerebral damage with con- 
vulsive seizures, and mental changes as also focal softenings are associated 
with various cranial nerve palsies. Response to therapy is more favorable 
than in the parenchymatous forms. 5 

Acute syphilitic meningitis is relatively rare. 

Asymptomatic neurosyphilis is the condition in which therapy is of 
greatest usefulness, and in this condition lies the prophylaxis of all clinical 
neurosyphilis. Spontaneous return to normal of positive cerebrospinal fluid 
findings is extremely rare, and the prognosis depends a great deal on treat- 
ment. Early or late in the disease patients with syphilis may show per- 
sistent abnormalities of the cerebrospinal fluid without clinical signs of in- 
volvement of the nervous system. These cases represent the precursors of — 
clinical neurosyphilis. A negative spinal fluid in early or late syphilis is a 
practical guarantee against the development of neurosyphilis. Spinal fluid 
examination is therefore highly essential towards a successful result of dis- 
covering potential neurosyphilis. It has been estimated that some thirty 
per cent of syphilitic patients without clinical symptoms of neurosyphilis 
show abnormalities in the cerebrospinal fluid. If allowed to go untreated 
they will eventually show clinical signs of neurosyphilis. In order to pre- 
vent serious neurosyphilis from appearing many years after the patient has 
considered himself well, it is the duty of the physician to make methodical 
examination of the cerebrospinal fluid evén when the patient is free from 
nervous involvement. If ordinary antiluetic regime is not successful, then 
call on artificial fever and tryparsamide. 

Congenital neurosyphilis or juvenile paresis is much more resistant to 
therapy than the acquired form; juvenile paresis is not a common finding. 
Many syphilitic children die from a fulminating paresis. The best treatment 
of congenital neurosyphilis consists in the prevention of the disease by pre- 


natal treatment of the mother. 
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There are a number of neurological disorders which may be confusing 
-in the diagnosis of neurosyphilis, namely: 
General Paresis with: 


Psychoneurosis. 
Cerebral arteriosclerosis. 
Manic depressive psychosis. 
Chronic alcoholism. 
Dementia precox. 
Encephalitis. 

Brain tumor (frontal lobe). 
Epilepsy. 

Lead encephalopathy. 


Tabes Dorsalis with: 


Tumors or chronic sclerosis of posterior columns. 
Subacute combined sclerosis. 

Brain tumor (optic atrophy). 

Hypertrophic arthritis (Charcot’s joint). 
Syringomyelia (Charcot’s joint). 


Late Meningo-Vascular Neurosyphilis with: 


Cerebral arteriosclerosis. 

Peripheral neuritis. 

Combined sclerosis (pernicious anemia). 
Acute .or chronic anterior poliomyelitis. 
Disseminated sclerosis. 

Brain tumor. 

Amytrophic lateral sclerosis. 
Syringomyelia. 

Bell’s palsy. 

Cord tumor. 

Chronic alcoholism. 

Cerebral vascular accident. 

Paralysis agitans. 

Epilepsy. 


Acute syphilitic meningitis with: 


Tuberculous meningitis. 
Brain tumor. 

Brain abscess. 

Acute infectious meningitis. 


Before discussing the prophylaxis of neurosyphilis, the indications for 
cerebrospinal fluid examination are given below: 

1. Spinal puncture should be done about one year after beginning of 
treatment in early syphilis or near completion of treatment; a highly im- 
portant procedure in the prophylaxis of possible neurosyphilis. 

2. When dealing with a serologic fastness after six months of adequate 
therapy, suspect neurosyphilis; spinal puncture is indicated. 

3. In event of a sero relapse in any case of early syphilis, though a 
previous spinal fluid examination proved negative, it is imperative to do 
another examination. 

4. Spinal fluid re-examination should be carried out in the presence of 
persistent serological fastness in early syphilis on probation after treatment. 

5. Spinal fluid examination should be done in every case of late syphilis 
unless some contra-indication exists, such as heart disease with poor prog- 
nosis. 

6. To manage neurosyphilis, whether it be asymtomatic or symptomatic, 
it is imperative to do repeated spinal fluid examinations to evaluate the course 
of therapy. 
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Prophylaxis of Neurosyphilis 


Neurosyphilis in part is preventable; among recognized syphilitics the 
25 per cent expectancy of its development in untreated patients may be re- 
duced by means of routine spinal fluid study, appropriate intensification of 
treatment in those patients with abnormal fluids in either early or late syph- 
ilis, and the use of fever therapy in patients who are serologically resistant 
to other measures, to a probable 5 per cent or less. The chance of “curing” 
clinical neurosyphilis once it has developed, or even of obtaining complete 
symptomatic relief, is not nearly so great as this. The saying “An ounce 
of prevention is worth a pound of cure,” is applicable to neurosyphilis. 

There is an unfortunate barrier in many neurosyphilitic patients; it is 
impossible to apply the prophylactic effect of treatment because the patient 
is unaware of his infection until neurological symptoms appear. The ma- 
jority of patients with these grave forms of neurological involvement can 
give no history of obvious early or late lesions of syphilis and they are totally 
unaware of the fact that they are infected until disaster overtakes them. 
It is the infected, but unrecognized syphilitic who is the huge and nearly 
untouchable reservoir of neurosyphilis. The only solution is the determined 
effort by physicians to recognize syphilis by means of routine serological 
tests of patients reporting for any medical complaint, and particularly by 
means of the examination of patients known to be infected. When the sero- 
logical test is positive for syphilis a follow-up with a study of the cerebro- 
spinal fluid will reveal the possible liability to neurosyphilis. 

The examination of families of neurosyphilitic patients is another essential 
procedure. There is clinical evidence pointing to a neurotrophic strain of 
treponema. It was long ago known that several individuals infected from 
a single source might all develop neurosyphilis. The married partners, hus- 
band or wife, of patients with tabes or paresis are found twice as liable to 
suffer from neurosyphilis as an unselected group of syphilitics. 

Examination of the husband or wife of a neurosyphilitic patient should 
constitute a serological test, a careful physical and. neurological examination, 
and should there be the slightest sugg’:‘ion of neurological abnormality, 
routine study should be made of the cerebrospinal fluid even if the blood was. 
found negative. Moore found in wives of four paretic patients positive spinal 
fluids when all other examinations ‘revealed nothing. Routine lumbar punc- 
ture is not necessary in the children of neurosyphilitic parents unless there 
is clinical evidence of congenital syphilis or a positive serological test is 


present. 
Prognosis of Syphilis 


A short discussion of the prognosis of syphilis will be appropriate before 
considering that of neurosyphilis. Syphilis ranks with cancer, tuberculosis, 
and pneumonia as one of the four killing diseases. It imposes an added risk 
of death as compared with non-syphilitic individuals. Statistics reveal that 
one of every three syphilitics dies as a direct or indirect cause of this disease. 
The life expectancy of white males between the ages of thirty and sixty is 
shortened by 17 per cent and in the negro males of the same age by 30 
per cent. 

Too much interest is displayed in prognosticating from a serological 
standpoint. . The physician who insists on the serological standpoint in view- 
ing his patient will find himself in serious difficulties. 

Central nervous syphilis and cardiovascular type are the major causes of 
adult deaths if improperly executed from the initial infection. _ A small 
amount of treatment in early syphilis is worse than none; it interferes with . 
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the body’s own defensive mechanism; it often fails to eliminate the infection. 
The natural specific resistance of the disease is interfered with and there- 
fore the barrier against the more serious complications crumbles, and the 
spirochaete invader assembles his forces to strike his foe later with full power 
so as to render his foe weak mentally and physically, hoping to make his 
attack vulnerable. 

The prognosis of neurosyphilis depends largely on the type of involve- 
ment present. It is always serious so far as the persistence of disagreeable 
or even crippling symptoms are concerned. In the case of paresis it con- 
stitutes a grave danger of, life. Without treatment there are infrequent re- 


' missions, 3 per cent to 5 per cent, and these are only at short duration. In 


the large majority there is steady down hill progression with death follow- 
ing the onset of symptoms in an average of two years—exceptionally, five 
years or longer. 

With routine antiluetic treatment this gloomy outlook is not appreciably 
bettered. The duration of life is not markedly improved. However, with 
fever treatment there is a different picture. Complete remissions occur in 
30 per cent to 40 per cent of unselected cases, and much better results in 
carefully chosen cases. Remissions with this non-specific therapy are in 
terms of years. Many cases show permanent “arrest” or even “cure” of the 
paretic process. Incomplete remissions of benefit from an institutional stand- 
point in the transfiguration of bed-ridden “wrecks” to relatively useful hos- 
pital inmates are also obtained in a high per cent of cases. 


Tryparsamide in Neurosyphilis 


This drug has a high arsenic content (25 per cent). There is no evi- 
dence of cumulative toxic effect. In man there is a remarkable stimulative 
effect, evidenced chiefly by a prompt gain in weight and improvement in 
general appearance and activity. Tryparasamide possesses a high thera- 
peutic tissue penetrability. Lorenz and his associates first used this drug 
in the treatment of neurosyphilis. The first great effect of the drug is usu- 
ally a gain in weight and improvement in general physical status of the pa- 
tient. In paresis remissions occur in about 30 per cent of the patients treated ; 
in tabes and meningo-vascular neurosyphilis, symptomatic improvement is 
often prompt and satisfying. Except in neurosyphilis, however, the drug 
is without apparent benefit and should not be used. The serological results 
from trypatasamide are much less striking than clinical results. There is 
little or no effect on the serological tests of the blood. Excess cells and 
protein in the spinal fluid usually disappear promptly. Wassermann or Kol- 
mer and colloidal curves are reduced to negative in a fair proportion of pa- 
tients with meningo-vascular neuropsyhilis, less frequently in tabes and 
paresis. 

In paresis it is an ideal follow-up treatment after fever therapy; always 
employ first when possible. In other forms of neurosyphilis it is the best 


custom to try other arsenicals and heavy metals for about six months. If 


improvement from the preliminary period is not definite, tryparasamide is 
used in almost all patients. 

The average therapeutic maximum dose is three grams intravenously. 
A minimum course consists of twelve weekly injections. Stokes, Solomon 
and Moore gave as many as one hundred consecutive weekly injections as 
a minimum; it is productive of much better results than a short trial. If 
clinical improvement is to be expected, it will occur in three or four months, 
but to obtain lasting serologic improvement in the spinal fluid, years of 
treatment may be necessary. 
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The only contra-indication to the drug is the possibility of partial optic 
atrophy. It may cause nitritoid reactions and gastro-intestinal upsets. There 
is rare occurrence of convulsions, coma, and visual hallucinations. In most 
instances, adequate preparation with heavy metals and iodides prevents the 
occurrence of these reactions. The cause of the increased toxicity of the 
drug in recent years is unknown. Moore suggests that it may be due to 
undetected impurities of chemicals used in its manufacture. Visual damage 
is the main complication to be feared. Out of 2,087 cases analyzed by Sloan 
and Woods at Johns Hopkins, only 5.12 per cent developed subjective re- 
actions and 3.4 per cent objective reactions. These did not have pre-existing 


optic nerve damage. 
Non-Specific Fever Therapy in Neuropsyphilis 


Sydenham once said, “Fever is a mighty engine which nature brings 
into the world for the conquest of her enemies.” It has an important role 
in the therapeutic effect it displays in fighting against the spirochaetal foe 
that is attempting to destroy the cerebration of the neurosyphilitic. Full 
credit is due Wagner von Jauregg for the introduction of this effective method 
into syphilotherapy. After many trials with various inoculations, finally in 


1917 he hit upon the idea of inoculating paretic patients with tertian malaria. 


Fever therapy in neurosyphilis has opened a promising progressive develop- 
ment of the therapeutics of the neurosyphilitic. 


There are three main types of fever therapy: 


I. Malaria 
1. Tertian 
2. Quartan 
II. Mechanical Fever 
1. Air conditioning 
2. Electropyrexia (diathermy, short wave radio) 
III. Protein fever 
1. Typhoid vaccine 
Indications for fever therapy: 
Paresis 
Tabo-paresis 
Primary optic atrophy. 


Postponement of fever therapy in favor of trial of other methods is to 
invite progressive mental deterioration, death or blindness. It is always well 
to remember that paresis and primary optic atrophy are such helpless dis- 
eases that it pays to take risks with fever therapy since it has proven of 
such great merit. In the other forms of neurosyphilis a year at least of pre- 
liminary treatment with the trivalent arsenical drugs and heavy metals, then 
tryparsamide should be tried before fever therapy is advised. I believe that 
in the case of patients with late syphilis, and especially those with the paretic 
formula in the cerebrospinal fluid, much will be accomplished with fever 
combined with chemotherapy plus a subsequent twelve or eighteen months 
of chemotherapeutic treatment as compared to chemotherapy alone. 

In any case the patient’s general physical condition should be good. 
Advanced age, marked malnutrition, active pulmonary tuberculosis, obesity, 
and aortic aneurysm are temporary or permanent contraindications. Syphilitic 
aortitis is not a contraindication even in the presence of a compensated aortic 
regurgitation, though, such patients require special cardiac supervision dur- 
ing treatment. The relative safety of electropyrexia over malaria has proved 
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itself safe even in some of the above cases. Malaria is only for the young 
and strong. 

At our hospital inoculation malaria, the Kettering hypertherm, and the 
inductotherm, are used to induce fever in neurosyphilis. The procedure of 
each type of therapy will be given, then finally the results of a comparative 
study of the therapeutic effects of each method will be discussed! 


Fever by Induced Malaria 


Tertian malaria is the infection of choice in this form of fever therapy. 
Its clinical manifestations are less severe and more controllable with quinine. 
Our institution, being for colored patients, quartan type is used, since the 
colored race is immune to the tertian type. The direct patient to patient 
transfer is used in our inoculations. _I find that about 7 per cent to 10 per 
cent of our patients are refractory to the quartan type of infection. Several 
observers (Branche, Knoll and Fong) have reported satisfactory results with 
the quartan malaria, even in white patients. Mays, Oden, and Cox think that 
in the treatment of general paresis it is superior to tertian malaria. 


The technic of inoculation: 


Although other routes of inoculation can be used, the intravenous route 
is used. The amount of inoculum used is 10 cc. of whole blood from a pa- 
tient running a course of inoculation malaria. Since the donor and recipient 
are usually nearby, whole blood minus citrate is used. At times it is neces- 
sary to use citrate, 1 cc. of 2.5 per cent for each 10 ce. of blood that is em- 
ployed; this does not impair the vitality of the plasmodium. If for any 
reason the citrated blood is not to be used immediately, it is suitable for 
inoculation within a twelve to forty-eight hour period if kept in an ice box, 
cool room, or incubator. 

Incubation period of tertian malaria is one to fourteen days (average 
six days) ; quartan ten to sixty days (average twenty-one days). . During the 
incubation period patient is allowed to be ambulatory ; temperature is checked 
every four hours while awake. When temperature reaches 101 degrees 
Fahrenheit, the patient is ordered to bed for further therapy. Vitamins plus 
iron are given orally three times a day from the day the patient is inoculated. 


Routine while running malaria: 


Complete bed rest. 
T. P. R. every three hours while awake. 
For temperature 106 degrees, tepid sponges. 
Blood pressure checked morning and evening. 
Close observation made for possible complications. 
Analgesics and sedatives are given p-r.n, for discomfort. 
. Sodium chloride four grams daily is given to replace lost culos 
from diaphoresis. 
8. Urine is examined every three days. 
9. Hemoglobin and red blood count determination is made every fifth 
day. ; 
10. N.P.N. determination every five to seven days. 
11. Fluids are given freely. 
12. Thiamine hydrochloride and ferrous sulphate three times a day. 
Patient is allowed to run ten to twelve paroxysms. The malaria is then 
terminated by giving quinine, grains ten, three times a day for a week; 
then grains five for another ten days. Bed rest is prolonged ten days after 
the last febrile paroxysm. Physical activity is gradually resumed over a 
three or four week period. 
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Follow up with chemotherapy: Five days after the last paroxysm the 
patient is started on chemotherapy weekly, usually started on tryparasamide 
one or two/ grams dosage, or mapharsen .06 gram. Eleven treatments are | 
given in each course, alternating between tryparasamide, bismuth and maphar- 
sen with no interruption of therapy. The majority of our patients receive 
saturated potassium iodide orally ten to fifteen drops, three times a day after 
meals daily for six months. Treatment is continued from three to five years. 
Blood and spinal fluid checks are made every six months. 

There have been numerous hypotheses presented as to the modus oper- 
andi of induced malaria. It appears that, since the introduction of artificial 
fever, comparisons have shown that malaria’s therapeutic effectiveness is | 
more or less a foreign protein reaction and it is the fever induction that f 
gives the results rather than the specificity of the malaria. 


Artificial Fever Therapy 


In 1929, Neymann and Osborne introduced artificial fever therapy with 
high frequency currents, the beginning of another era in the treatment of 
neurosyphilis, the Artificial Fever Period. In the treatment of neurosyphilis, 
we have had three periods: 1. Chemotherapy, 2. Period of Malarial Therapy, 
and 3. Period of Artificial Fever Therapy. 

Electropyrexia: Blood chlorides and N.P.N. are not disturbed to a point 
of danger by this method of therapy. Precautions are taken by giving suffi- 
cient sodium chloride, with water before, during, and after the fever treatment. j 


Technic of artificial fever treatment at our hospital: 


1. All patients receive grs. 1 ss of nicotine acid daily Hiroughout the 
entire course of twelve weeks of therapy. 

2. The fever therapy consists of five hour sessions of fever weekly, maxi- 
mum temperture 104 to 105 degrees, maintained at the maximum temperature 
two and one-half te three hours. | 

3. Physical check-up is made twelve hours before therapy. Bismuth 
2 cc. is given intramuscularly, if on combined chemotherapy, prior to each 
fever session. 

4. Urinalysis check before therapy. 

5. Calcium phosphate grs. xv, three times one day orally, forty-eight . 
hours before each treatment. 

6. 1000 cc. of 5 per cent glucose in sali with 1 cc. thiamine hydro- 
chloride is given intravenously prior to going for electropyrexia. : 

7. S.S. enema night before treatment and morning of treatment. , 

8. Urinary bladder is checked before patient leaves ward. . 

9. Disturbed patients receive codeine grs. ss hypodermically before 
therapy. 

10. After the initial hour of the therapy the patient is encouraged to drink 
fruit juices and water, chilled, but not iced. 

11. If patient becomes too restless, codeine grs. 4 or grs. ss is given, 
if necessary. 

12. If combined chemotherapy is used, .06 grams mapharsen, or one or 
two grams of tryparsamide, is given intravenously when fever reaches the 
vicinity of 104 degrees, feeling that the permeability of the drug is greater 
at the maximum temperature, and thus more efficacious, and the relative 
toxicity is diminished or minimized. 

13. In the last half hour of the therapy 1000 cc. of saline is given intra- " 
venously with 10 cc. of calcium gluconate; the latter is given to avoid any 
tetany, and the former as a measure to replace salt lost by apne during 


the therapy. 
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14. Patient is watched carefully. Pulse and respiration checked every 
half hour. 


The patient is removed from the fever cabinet for any of the following 
reasons: 


1. If he becomes unconscious at any phase. 

2. If there is a sudden drop of blood pressure and if there are symptoms 
warning of possible cardiovascular collepse. 

3. Cramps of various muscles, not seen by me, prevented, by proper 
chloride intake prior to treatment and before completion of treatment. 

4. Pulmonary edema—rare. Treatment, venesection 500 cc. blood. 

5. Cerebral edema is another rarity; treatment, spinal puncture. 

A three year observation has been made of 190 cases of paresis treated 
at our hospital with inoculation malaria and artificial fever therapy. The 
majority of cases treated presented intermediate signs and symptoms; only 
forty cases presented severe signs and symptoms; of this! number ten were 
treated with therapeutic malaria; mild cases were in the minority, composing 
only twenty-five patients. In all cases showing remission, the blood serology 
‘and paretic formula were definitely reduced; complete reversal was greater 
in those cases. treated with artificial fever concomitant with chemotherapy. 
Intensive chemotherapy, subsequent to fever therapy, is an essential require- 
ment for sustained optimum results. The average age of patients treated 
was 40.1 years. The table below gives the comparative results of the two 
forms of fever therapy. 


TasLe II, — Dementia Paralytica: Types of Treatment and Clinical Results — Two-Year 
Treatment Observation. 


Artificial Fever Therapeutic Malaria 


Clinical Status No. of Cases Percentage Approx. No.of Cases Percentage Approx. 
Remission 65 64% 30 33% 
Improved 21 20% 13 15% 
Remission and improved................. 86 84% 43 48% 
Unimproved 13 13% 25 30% 

Died within 3 months of treatment 3 3% 20 22% 
Total 102 100% 88 100% 


Remission: In this class I have included all cases considered as socially 
recovered, able to function mentally and physically in society and able to 
return to work. 

Improved: In this class the patient’s mental and physical status is so 
benefited that they show good adaptation to the hospital environment ; these 
are allowed ground parole and are able to work under supervision on the 
hospital grounds. 

Unimproved: Under this class are classified those patients who re- 
mained stationary for a long time following therapy, and subsequent chemo- 
therapy, but have become less burdensome; at least the stormy phase has 
subsided. 


Summary and Conclusions 


1. The pathogenesis, symptoms, prophylaxis, prognosis, and treatment 
of the various types of neurosyphilis have been presented with a comparative 
observation of malarial and artificial fever therapy. 

2. Neurosyphilis is a serious complication of syphilis. It accounts for 
approximately 45 per cent of the deaths directly due to syphilis. The foun- 
dation for all types of neurosyphilis is laid down during the early months 
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of the infection, at the time. of generalization of the causative organism. 

3. Many a syphilitic could be spared mental invalidism through a study. 
of the cerebrospinal fluid at more frequent intervals “during the course of his 
disease. 

4. A positive blood test should always be followed by a study of the 
cerebrospinal fluid. 

5. Paresis, taboparesis and primary optic atrophy are imperative in- 
dications for the use of fever. In other forms of neurosyphilis, reserve it 
to be used only if chemotherapy fails to give improvement or prolonged sero 
resistance exists. 

6. The persistent claim that the malaria plasmodium exerts a specific 
beneficial influence in cases of neurosyphilis, apart from the production of 
fever, has little justification in the light of development of the past decade. 

7. Artificial fever therapy is the treatment of choice because: (a) The 
patients tolerate artificial fever therapy more readily; (b) Patients can be 
treated on an ambulatory basis; (c) Treatment complications are minimized ; 
(d) The risks of inoculating an already ill patient with another infectious 
disease (malaria) are eliminated. 

8. Artificial fever therapy combined with chemotherapy is the treatment 
of choice. Observation with mapharsen offers promising results. 

9. The patient receiving combined artificial fever therapy with chemo- 
therapy. shows increasing physical restoration in contrast to the malarial 
patient whose body resources are torn down by the added disease. 

10. Lastly, the best treatment of neurosyphilis, after all, is its prevention 
through the adequate treatment of early syphilis. Unless the physician fails 


to evaluate the possibility of this complication, it is certain that the manifold 


problems of neurosyphilis will continue to arise. 
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GRAPHIC METHOD FOR RAPID ESTIMATION OF CLINI- 
CAL STATUS IN POLIOMYELITIS * | 


EDWIN T. WILLIAMS, M.D. 
FRANKLIN T. TOP, M.D. 
and 


LOUISE SUCHOMEL, B.S. 


DETROIT, MICHIGAN 


In 1943 a decision was made to give the Kenny method of treatment 

of infantile paralysis a complete trial without modifications. The decision 
"was prompted at first because of interest in the possible effects on the patients 
and secondly because public demand made use of the Kenny method weil 
nigh mandatory. Finally, our interest was intensified after we had made 
personal visits to the Kenny Institute in Minneapolis and observed the re- 
sults obtained. 

The value of a method can be assessed only if proper records are kept 
of the patient’s status from time to time. The following plan was formulated 
and put into force. On the admission of each patient with infantile paraly- 
sis, a full time staff physician attempted as accurate an estimation as possible 
of the patient’s muscular involvement. The patient was seen at the same 
time or on the following day by a well trained nurse-physical therapy tech- 
nician who had been in orthopedic work for four years and had been trained 
in the Kenny method at the Kenny Institute. The status of the patient was 
reevaluated at frequent intervals in the early stage of the disease and there- 
after as indicated, particularly when there was marked involvement requiring 
months of hospitalization. At first the results of repeat examinations were 
written out in detail. It soon became apparent that this was too time con- 
suming with reference both to the recording and to the comparison of initial 
and subsequent findings. 

For clinical purposes the regular physical therapy sheets, listing the 
muscles of the body in the center of a page, with vertical columns to the 
right and left for recording positive and negative findings, does not lend 
itself to a rapid evaluation of the patient’s over-all status by the regular 
medically trained person. Ideally, a new method should show at a glance 
the degree of spasm, weakness or paralysis of a muscle or group of muscles 
and if possible their anatomic relationship. Bennett! found it necessary to 
make a special chart to record the findings of a poliomyelitis patient in the 
acute stage. His chart is essentially the same as a regular physical therapy 
chart, except that the muscles are grouped as prime movers. Vertical columns 
remain for recording degrees of passive and active motion and of incoordina- 
tion. McFarland and Graves’? devised a scheme for recording degrees of 
spasms or limitation of various groups of muscles to passive motion. The 
scheme to be described hereafter is essentially the same method of evaluat- 
ing spasm, but the abnormal findings have been classified into two categories 
instead of four. The system was evolved after numerous trials and modifi- 
cations. It is not intended to replace or to be a substitute for the detailed 
analysis of the physical therapist. It does, however, give in a graphic way 
a three dimension “motion” picture of a patient at any stage of the disease. 

The scheme is to place on a simple line body figure, a “stick figure” 


* From the Communicable Disease Division, Herman Kiefer Hospital, Detroit, Michigan. 
1. Bennett, Robert L.: Arch. Phys. Therapy 24:453, 1943. 
2. McFarland, J. Wayne, and Graves, Dorothy A.: ‘Arch. Phys. Therapy 25:553, 1944, 
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(fig. 1), red and blue notation lines indicating opposing prime muscle groups 
and occasionally specific muscle involvement. The easiest and simplest way 
is to draw the “stick figure” free hand about 2 Va inches tall with black ink. 
The findings are recorded in two colors to aid in a quick differentiation of 
involvement. Thus special forms are not required, though mimeographed 
sheets of the stick figures can be used or even a rubber stamp if desired. 
The legend for the rapid clinical evaluation of muscles is as follows: 


Passive Motion. — 

1. Red solid line: Severe spasm or shortening allowing half or less of the usual 
range of lengthening on passive motion of a particular muscle or group according to the 
age of the patient. 

2. Blue solid line: Mild to moderate spasm or shortening allowing more than half 
but not normal or full lengthening on passive motion of a particular muscle or group 
according to the age of the patient. 

Active Motion. — 

1. Red dash: Alienation or apparent paralysis on attempted active motion of a par- 
ticular muscle or group of muscles (0 per cent). 

2. Red plus: A muscle or muscle group showing only a flicker ‘of activity or one 
that is still so weak that it is unable to function unless the pull of gravity is removed 
(5 to 40 per cent). 

3. Blue dash: A muscle or muscle group which will pull against gravity with a 
minimum of resistance and tires after three to six movements (40 to 60 per cent). 

4. Blue plus: A muscle or muscle group which pulls against gravity and resistance 
but still shows definite weakness (60 to 90 per cent). 

5. Normal muscles are not represented. Significance is. not attached to the number 
of dashes or pluses but only to the kind and color of the symbol. 


This division of muscle involvement in poliomyelitis is somewhat similar 
to that recently reported by McIntosh and associates.’ Their classification 
is as follows: 


No symbol: “5. Normal—no apparent deficiency.” 


Blue plus: “4. Good—approximate normal but fatigues more readily.” 
Blue dash: “3, Fair—part can perform function against gravity but is definitely weak.” 
“2. Poor—muscle is so weakened that it cannot perform its function 
Red plus: against gravity, but with removal of gravity can function.” 
“1. Trace—there is slight contractility of the muscle.” 
Red dash: “0. Zero—no evidence of contractility of muscle fibers.” 


The interest in this analysis lies entirely in the weakened muscle. After 
observing a good number of poliomyelitis patients we cannot help feeling that 
a shortened muscle or muscles in spasm should be considered regardless 
of the cause of this finding. 

In order to illustrate the application of our scheme of recording, the 
first three figures are taken from the records of several patients to show 
how involvement of muscles may be represented. If the broken lines of 
figure 24 were removed along with the solid blue lines for the quadriceps, 
one would have a picture representing about 40 to 50 per cent of patients 
on admission to hospital, for nearly all patients show some degree of spasm 
or shortening of the neck, back and hamstring muscles at some time in the 
acute phase of the disease. ‘A patient with the preparalytic type of polio- 
myelitis could not have his neck flexed 45 degrees (red solid line) without 
pain. It would be impossible to set him upright with knees over the edge 
of the table (red solid line) without causing him discomfort. Discomfort 
would be elicited in the hamstring region on passive straight leg raising 
after the extremity was lifted beyond 45 degrees (blue solid line) but before 
it reached 90 degrees if the patient was a child. Normal range, however, 
takes into consideration the age and build of the patient and not a specific 
degree. 

"3. McIntosh, Rustin, and others: J. A. M. A. 128:21, 1945, j 
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Figure 2A represents an 11 year old white boy who on admission had 
a fixed soft palate, mucus in his throat, difficulty in swallowing with regur- 
gitation of fluid through his nose and a nasal tone to his voice (red dashes 
through head). There were marked rigidity of the neck and back on at- 
tempts to flex them passively (red solid line) and some pain in the ham- 
string group before they reached their normal range on straight leg raising 
(blue solid line). Pain appeared in the quadriceps before the heel reached 
the buttocks on knee flexion with the patient in a back-lying position. He 
could raise his head from the stretcher well but could not take much re- 
sistance (blue plus). 

Figure 2B represents the stage of involvement of a 17 year old white girl 
after she had been in the hospital for two months. There were still pain 
and limitation of forward flexion of the lumbar region of the back (blue 
solid line). There was still marked tenderness in the hamstring and ‘gas- 
trocnemius muscles on passive movement of these muscles. The patient 
had to keep her knees flexed by aid of some support under them, such as a 
rolled towel. Her feet were still somewhat plantar-flexed owing to marked 
spasm of the gastrocnemius (red solid line). There was some limitation 
of abduction on passive motion before ths usual 65 degrees from the midline 
was reached (blue solid line). “Except for the dorsiflexors of the left foot and 
‘the left psoas muscle, all the muscles of the lower extremity could take vary- 
ing degrees of resistance in addition to gravity (blue plus), but they were 
not of normal strength. This represented considerable improvement for 
the left quadriceps, dorsiflexors of left foot, toe flexors, adductors and ex- 
ternal rotators of the left thigh and abductors and adductors of the right 
thigh, all of which had been unable to pull any more than just against grav- 
ity (blue dash) the month before. 

Figure 3A shows the findings in a respirator case. The patient was a 
20 year old white girl who became ill two days before admission. The figure 
represents her physical findings one month after admission. She had mild 
spasm (blue solid line) on passive motion of the neck, resistance to external 
rotation of both shoulders and inability to extend the right arm fully owing 
to spasm of the right biceps muscle. There was severe spasm (red solid 
line) in the pectorals of both shoulders, the erector spinae group of muscles 
of the back and lumbar area and the hamstrings of both thighs. No func- 
tion was seen in any of the following muscles (red dash) on attempted 
active motion: the left deltoid, right triceps and pectoral, internal rotator 
of right shoulder, external rotator of the left shoulder and teres major of 
both shoulders. Some activity but no pull against gravity (red plus) was 
found in both coracobrachialis muscles and the right rhomboid muscle. The 
right deltoid could raise the arm against gravity but not against resistance 
(blue dash). There was a like amount of strength in the right biceps, left 
rhomboids, intercostal muscles, external rotators of the right shoulder and 
internal rotators of the left shoulder. Weakness was found in certain mus- 
cles, but they had sufficient strength to pull against gravity and against 
some resistance (blue plus). This condition existed in the sternocleido- 
mastoid, all muscles of the left upper extremity and those of the right wrist, 
hand and fingers. The same relative power was present in the iliopsoas, 
quadriceps and gluteus maximus muscles of both thighs and the hamstrings 
of the left thigh. 

Figure 3B does not represent any patient but depicts the manner in which 
other muscles may be indicated. For mere record’s sake the weakness of 


4, When certain important muscles are involved which cannot be conveniently represented on the 
“stick figure” without causing confusion, they are listed separately beside the figure with the appropriate 
code marks to the right or left as on the figure. itself. 
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the lateral rectus of the left eye was easily indicated by showing the pupil 
of that eye off center toward the medial side. The left upper trapezius 
might be markedly shortened and pulling that shoulder upward. The right 
deltoid and biceps of the right shoulder are shown having some activity but 
unable to pull against gravity (red plus). Marked spasm of the erector 
spinae group and lack of any active motion of that group are represented 
by the red solid line and red dashes adjacent to the midline. The abdominal 
muscles are indicated by symbols in a vertical line at a distance from the 
center in order to be out of the way of other possible markings. If the 
diaphragm is found by fluoroscopy to be not functioning at all, this is in- 
dicated by a curved line of red dashes across the middle of the “stick fig->~ 
ure.” Should there be marked spasm of the left quadratus lumborum mus- 
cle, causing apparent shortening of the left leg, it would be indicated by a 
red solid line, as seen on the figure, since no provision is made for the width 
of the pelvis. When there is a difference in the strength of the internal 
and external hamstrings of the thigh and of the dorsiflexors of the foot 
the symbols may be divided as shown on the figure. 

Figures 4, 5 and 6 show the actual operation of the scheme in one of 
our cases. 

The patient was a 21 year old white student nurse whose history, physical findings 
and spinal fluid findings were compatible with poliomyelitis. On admission weakness 
was present in all muscles of the right upper extremity and the left sternocleido- 
mastoid muscle. .The following morning the patient began to feel a little weakness — 
in the left thigh and later in the foot and toes. On her ninth hospital day, exam- 
ination showed further involvement of the right deltoid, which was apparently com- 
pletely paralyzed. Spasm of the hamstrings had increased and some weakness of 
nearly the entire left lower extremity was present. By the twenty-sixth hospital day 
some improvement had taken place in regard to both the amount of spasm present 
and a slight return of activity in the right deltoid. 

On her fifty-sixth- hospital day, when the patient had been allowed out of bed, 
weakness was found in the left gastrocnemius. The patient was found to be unable 
to stand on the toes of the left foot. During her hospital stay she continued to show 
improvement, the location and degree of which is readily discerned by looking at the 
various drawings. Prolonged hospitalization was necessary owing to the fact that the 
patient’s home was in a locality where physical therapy was. not available. She was 
discharged on her one hundred forty-fourth hospital day, showing further improve- 
ment in the right hand and forearm and the left thigh. 

On follow-up (not represented by drawings) about eight months after admission 
and three months after discharge from the hospital, the patient showed further im- 
provement, especially in the left lower leg, with improvement in her gait; however, 
some weakness in the left abductor gluteus medius allowed a slight but hardly per- , 
ceptible limp, The marked weakness of the right shoulder was still present and was 
the patient’s chief handicap at the time of last examination. 

We grant that there are muscles which we have represented according 
to our scheme but which we could not actually grade. This is true of the 
palate, intercostals and diaphragm, among others. Clinical evaluation as 
to the actual degree of functional loss is necessary in such instances. 

In 1943, 40 patients with infantile paralysis were admitted to the hos- 
pital, and it was with this group that the new method was begun and modi- 
fied for use in the 1944 series, which consisted of over 350 patients. As 
this method of analysis is based on fairly easily determined. “end points” 
which can be assessed by any physician, it might be used for many orthopedic 
and neurologic conditions. It is granted that there is room for further divi- 
sion of any or all of the functional groups, but too many divisions, with 
the necessary increase of symbols, would lead to confusion rather than to 
clarity. The grouping of muscles according to the amount of motion 
whether passive or active is so determined that if a change has occurred 
on reexamination it is of significance. While incoordination was noted on 
numerous occasions and was also an important item to deal with in the treat- 
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ment, no attempt was made to include it on the scheme for recording abnor- 


mal findings. 


Conclusion 


A scheme is presented whereby the degree of resistance to passive mo- 
tion and the approximate strength of weak muscles on active movement are 
represented in a graphic manner and in their approximate anatomic relation- 
ship. This makes for a quick and accurate appraisal of the status of a pa- 
tient at any examination and assures ease of comparison of his condition 
at various periods in the acute and convalescent stages of poliomyelitis. 


COMMITTEE REPORTS 
AMERICAN CONGRESS OF PHYSICAL MEDICINE 


Report of the Finance Committee—Ameri- 
can Congress of Physical Medicine 


It is a pleasure to report that the finances of the 
American Congress of Physical Medicine are in 
better condition than has ever been the case pre- 
viously. The auditor’s report for the year ending 
December 31, 1945 reveals that owing to the able 
direction of our Executive Director, Dr. Walter 
J. Zeiter, and our Executive Secretary, Miss 
Marion G. Smith, the Congress was able for the 
first time during the year 1945 to purchase United 
States Savings Bonds in the amount of $10,000. 
This development is of real importance because 
this is the first time that our organization has been 
able to accumulate enough surplus to set aside 
a savings fund to serve as a substantial reserve. 

Billings for dues to members were made in the 
current year, 1946, rather than in advance as has 
been the practice in the past. Despite increased 
costs, because of careful management, it has been 
possible to avoid any increase in dues, subscrip- 
tion rates or advertising rates. 

In 1945 even though there was a satisfactory 
net income, it was somewhat less than previously 
owing to the fact that there was no convention 
of the Congress last year and the usual convention 
income was not received. 

Income from subscriptionsto the ARCHIVES OF 
PuysicaL MepicinE showed an increase of approxi- 
mately $1,000 in 1945. 


The auditor’s report for the period ending De- 
cember 31, 1944 appeared in published form in the 
ARCHIVES OF PHysicat Mepicine for February, 1946. 
The auditor’s report for the period ending Decem- 
ber 31, 1945 is appended herewith. 

Our committee believes that all members of the 
Congress on Physical Medicine will be gratified 
to learn of the extremely sound financial status of 
our organization. 


Dr. Frank H. Krusen, Chairman. 
Dr. Frank H. Eweruarpt. 
Dr. Roy W. Fouts. 


Report on Examination for Year Ended 
December 31, 1945 


May 23, 1946. 


American Congress of Physical Medicine, 
30 North Michigan Avenue, 
Chicago, Illinois. 


Dear Sirs: 


We have examined the balance sheet of the 
American Congress of Physical Medicine as of 
December 31, 1945, and the summary of net in- 
come and surplus for the year ended that date, 
have reviewed the accounting procedures of the 
Congress and, without making a detailed audit of 
the transactions, have examined or tested account- 
ing records of the Congress and other supporting 
evidence by methods and to the extent we deemed 
appropriate, except as stated in the following 
paragraph. 

In an organization of this size, it is not prac- 
ticable to maintain the accounting staff and sys- 
tem which would be required to insure internal 
control as to sources of income. We tested the 
correctness of the income recorded on the books 
by reference to available supporting details, but 
we did not make the extended verification of the 
income accounts which would be required in or- 
der to certify to the correctness thereof without 
qualification. 

The space, personnel, and facilities of the gen- 
eral office are also used by the American Registry 
of Physical Therapy Technicians, an affiliated or- 
ganization. It has been the practice of the Con- 
gress to pay the general office expenses and to 
charge the Registry for a portion thereof, based, 
in general, on the activities of the two organiza- 
tions. During the years ended December 31, 1945 
and 1944, the Congress billed the Registry for 
prorated expenses in the amounts of $6,984.72 and 
$4,464.18, respectively. 

Subject to the limitation as to verification of 
income, in our opinion, the accompanying balance 
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DEGENERATIVE JOINT DISEASE 


The treatment of patients with degenerative joint disease is a familiar | 
problem to those specializing in Physical Medicine. Although the diagnosis 
can usually be made with relative ease because of the characteristic physical 

findings and roentgenographic appearance of the joints, etiology remains ob- 
scure to a large extent. Bennett, Waine and Bauer made an interesting study 
of the changes observed at autopsy in the knee joints of subjects from the 
age of 10 to 90.1. They found microscopic variations in all patients; beyond 
the second decade of life, although free of skeletal symptoms, similar to the 
pathologic changes observed in this disease. They accordingly prefer the 
term degenerative joint disease to hypertrophic arthritis. Although related 
to senescence, it cannot simply be considered an ailment of old age. The 
primary change is degeneration of the mucoid matrix of articular cartilege, 
a tissue with very limited autogenous reparative powers. Full understanding 
of the mechanism of degeneration awaits further data on the factors which 
control maturation and senescence. There is considerable evidence pointing 
to the importance of repeated mechanical traumata as a causative factor and 
one which may be prevented to some degree. 

The hereditary endowment of the individual is being recognized more 
and more as a fundamental factor in the incidence of degenerative joint dis- 
ease. The paper by Stecher elsewhere in this issue on Heberden’s nodes q 
illustrates this point. He has shown that their incidence is related to heredi-_ 
tary factors dependent on age, sex, and race, and their presence signalize a 
subject as one with increased susceptibility to degenerative arthritis else- 
where. 

One of the perplexing problems in relation to Heberden’s nodes is to ex- 
plain the appearance of symptoms such as pain, paresthesias and stiffness 
which occasionally are very troublesome. If the pathologic process is purely 
one of degeneration the mechanism of symptom production is difficult to 
understand. It is, of course, important to consider the possibility of early 
rheumatoid arthritis as a complication. When this disease is ruled out the 
patient can be reassured and in general spontaneous relief of pain: occurs 
within a few months. 

The treatment of degenerative joint disease is rather unsatisfactory, pri- 
marily because of the poor reparative power of cartilege and our inability 
to reverse the degenerative process. Treatment is largely symptomatic, in- 
cluding assurance to the patient that he is not suffering from a disease lead- 
ing to ankylosis and complete invalidism. By physical means we can do 
much to relieve pain when present. Rest, local heat and sedative massage 
are valuable measures. To improve function and decellerate the degenera- 
tive process we must rely on improving the joint mechanics, and building up 
the supporting musculature by graded, active, non-traumatic exercises. 


1. Bennett, G. A Melee, ae and Bauer: Changes in the Knee Joint at Various Ages) New York, 
The Commonwealth Fund, Pp. 9 ; 
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(Continued from page 436) 
sheet and summary of net income and surplus 
fairly present, in conformity with generally ac- 


cepted accounting principles applied on a basis » 


consistent with that of the preceding year, the 
financial position of the American Congress of 
Physical Medicine at December 13, 1945, and the 
vesults of its operations for the year ended that 
date. 

We submit the following exhibits: 

Exhibit — 

A — Balance Sheet, December 13, 1945. 

B—Summary of Net Income and Surplus for 
the Year Ended December 31, 1945. 

Yours truly, 
Georce Rossetter & Co. 


Exhibit A 
American Congress of Physical Medicine 
(Incorporated in Illinois— Not for Profit) 
Balance Sheet, December 31, 1945 
Assets 
Current Assets: 
Cash in bank and on hand.... 
Accounts receivable: 
Advertisers and exhibitor.$ 592.50 
Members’ dues 154.00 
American Registry of 
Physical Therapy Tech- 
nicians 
Society of Physical Medi- 
cine .: 


$ 6,978.02 


$ 174.00 


$2,263.18 
Less reserve for doubtful 
accounts 
Investments in United States 
Saving bonds — 
Series G—at cost 
Accrued interest 
Sundry 
Total 


2,063.18 


10,000.00 
83.32 
25.99 

$19,150.51 


Liabilities 

Current Liabilities: 

Accounts payable: 

Trade 
Refund subscriptions 

to “Archives” 
New York Society of 

Physical Medicine 


income 


$ 748.38 


20.00 $ 841.28 


Employees’ 
withheld 
Deposit 
Total. current liabilities 
Deferred Income: 
Subscriptions to “Archives” 
—wunexpired portion 
Dues collected in advance -— 
year 1946 247.00 


290.92 
3.59 


$ 1,135.79 


4,711.40 
13,303.32 


$19,150.51 


Total deferred income 
Surplus, per Exhibit B 


Total 


Jury, 1946 


Exhibit B 
American Congress of Physical Medicine 


Summary of Net Income and Surplus for the Year 
Ended December 31, 1945 


Income: 
Members’ dues 
“Archives”: 

Advertising 
Subscriptions 
Sale of cuts, ¢ts. .............. 


$5,143.36 
7,093.57 
168.48 12,405.4| 
Interest on government se- 
curities 
Miscellaneous 


145.82 
11.60 
Total income $15,882.83 
Expenses: 
Office salaries 
expense 
Printing expense — 
“Archives” 
Cuts, half-tones, electros, etc. 
Meeting of Board of Gov- 
ernors 
Professional] fees 
Loss on doubtful accounts... 
Miscellaneous 


Share of office expense 
billed to Society of Physi- 
cal Medicine (credit*)...... 


Total expenses 


and office 
$3,621.61 


12,621.58 


$ 3,261.25 
10,042.07 


Net income for the year 
Surplus at beginning of the year 


Surplus at end of the year 


$13,303.32 


Report on Examination for Year Ended 
December 31, 1945 


May 21, 1946. 


American Registry of Physical Therapy 
Technicians, 
30 North Michigan Avenue, 
Chicago, Illinois. 


Dear Sirs: 


We have examined the balance sheet. of The 
American Registry of Physical Therapy Techni- 
cians as of December 31, 1945, and the statement 
of net income and surplus for the year ended that 
date, have reviewed the accounting procedures of 
the Registry and, without making a detailed audit 
of the transactions, have examined or tested ac- 
counting records of the Registry and other sup- 
porting evidence by methods and to the extent we 
deemed appropriate, except as stated in the fol- 
lowing paragraph. 


In an organization of this size it is not practi- 
cable to maintain the accounting staff which 
would be required to insure internal control as to 
sources of income. We tested the correctness of 


-the income recorded on the books by reference to 
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available supporting details, but we did not make 
the extended verification of the income accounts 
which would be required in order to certify to 
the correctness thereof without qualification. 

The space, personnel, and facilities of the gen- 
eral office of the American Congress of Physical 
Medicine, an affiliated organization, are used by 
the American Registry of Physical Therapy Tech- 
nicians. It is the practice of the Congress to pay 
the general office expenses and to charge the 
Registry for a portion thereof based, in general, 
on the activities of the two organizations. During 
the years ended December 31, 1945 and 1944, the 
Congress billed the Registry for prorated expenses 
in the amounts of $6,984.72 and $4,464.18, respec- 
tively. 

We did not request the members to confirm 
the uncollected dues amounting to $252.00 at De- 
cember 31, 1945; however, we ascertained that 
$120.00 of this amount had been paid at the date 
of our examination. 

Subject to the limitation as to verification of 
income, in our opinion, the accompanying balance 
sheet and summary of net income and surplus 
fairly present, in conformity with generally ac- 
cepted accounting principles applied on a basis 
consistent with that of the preceding year, the 
financial position of the American Registry of 
Physical Therapy Technicians at December 31, 
1945, and the results of its operations for the year 
ended that ‘date. 

We submit the following exhibits: 

Exhibit — : 

A — Balance Sheet, December 31, 1945. 

B — Statement of Net Income and Surplus for 
the Year Ended December 31, 1945. 

Yours truly, 
Georce Rossetter & Co. 


Exhibit A 
American Registry of Physical Therapy 
Technicians 
(Incorporated in Illinois — Not for Profit) 
Balance Sheet, December 31, 1945 


Assets 
Current Assets: 
Cash on deposit with the 
National Boulevard Bank 
of Chicago $ 3,850.35 
Accounts receivable—dues 252.00 
Investments in United 
States Savings bonds, Se- 


ries G — at cost................ 10,000.00 
Accrued interest 60.32 
Total $14,162.67 
Liabilities 


Current Liabilities: 
Accounts payable: 
American Congress 
of Physical 
Medicine ...... $1,342.68 
48.63 $ 1,391.31 
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Student deposits on Regis- 


try pins 122.50 
Accrued federal excise tax.. 14.50 
Sundry 5.00 


$ 1,533.31 


Total current liabilities........ 
Deferred Income: 


Dues collected in advance ; 
— year 1946 $ 3,298.00 
Deposits with applications 
(subject to refund if. ap- 


plications are rejected)... 290.00 
Total deferred income........ 3,588.00 
Surplus, per Exhibit B............ 9,041.36 
Total $14,162.67 
Exhibit B 
American Registry of Physical Therapy 
Technicians 


Statement of Net Income and Surplus 
for the Year Ended December 31, 1945 
Income: 


Dues’ $ 3,926.00 
Registration fees .................. 7,160.00 
Sales: 
Pins 504.00 
127.65 
42.70 
Interest on United States 
Bonds 165.57 
Miscellaneous _ 6.55 
Total income ...............-..- $11,932.47 
Expenses: 
Office expenses & salaries..$ 6,984.72 
Printing and multigraphing 304.85 
Exchange 7.59 
Examinations—supervision 
ond grading 314.53 
Exhibits 8.43 
Professional fees .................- 616.35 
Purchase of emblems.......... 236.13 
Purchase of pins.................. 339.86 
Bond premium 25.00 
Directory 485.18 
Miscellaneous _ 9.88 
Total expenses .................- 9,332.52 
Net Income for the Year........ $ 2,599.95 
Surplus at Beginning of the year 6,441.41 
Surplus at End of the Year $ 9,041.36 


Report of the Meeting Place Committee 


An opinion was obtained from the members of 
the committee on the meeting place for the Con- 
gress convention for 1947. Suggestions were re- 
ceived covering all parts of the United States. 
The feeling of the committee is that the cities of 
Cleveland, Ohio, and Chicago should be excluded 
because two conventions were held in each of 
these cities just prior to and during- the ,war 
period. It was recommended that consideration 
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be given to a meeting to be held in the West; 
if not the far West at least West of the Missis- 
sippi river. Because of the growing interest in 
Physical Medicine in the Southwest, this section, 
too, was recommended. The committee will give 
further consideration to this problem so that a 
final recommendation can be made at the annual 
business meeting. In the meantime members are 
asked to give some thought to this matter and 
discuss it with the members of the committee so 
that the opinions of everyone might be weighed 
before the question is put to vote. 

Watter J. Zeirer, M.D., Chairman. 

Eart C, Evxins, M.D. 

RicHArp Kovacs, M.D. 

Frep B. Moor, M.D. 

Emit J. C. HitpENBRAND, M.D. 


Report of 
Committee on Military Problems 


No meeting of the Committee on Military Prob- 
lems was held during the year. However, letters 
were written to members of the committee and 
various officers of the Armed Service and Veter- 
ans Administration. Requests were made for sub- 
mission of problems, comments and suggestions 
for consideration of the committee. It was con- 
sidered desirable to prepare a list of the names 
together with the places of assignment of Medi- 
cal Officers assigned to Physical Medicine De- 
partments in the Army, Navy and Veterans Ad- 
ministration. This has been accomplished and is 
presented in this report. 

According to one authority of the division of 
Physical Medicine of the United States Army 
who has discussed various problems pertaining to 
physical medicine with representatives of the 
Navy, “it is felt that the needs of both the Army 
and Navy are identical, and if it were possible 
to suggest a sound program to be carried out 
in the peacetime years, the field of physical medi- 
cine both for the civilian and military portions of 
the country will be vastly improved.” A similar 
report from the Veterans Administration is 2s 
follows, “it would be most desirable and advan- 
tageous to continue the grouping of the members 
of the American Congress of Physical Medicine 
who were in active military service so that a group 
meeting could be held as a unit each year during 
the time of the Annual Session for the purpose 
of clarifying difficult problems, discussion of im- 
pending difficulties as well as to mutually enjoy 
certain social relationships such as a luncheon, 
stag party or a smoker. It is thought that such 
plans might serve to stimulate a closer relation- 
ship between all physicians specializing in the 
field of Physical Medicine which will lead ulti- 
mately to definite benefit, not only to the in- 
dividual membefs but to the specialty as a whole.” 


Objectives 
It has been suggested both by the Army and the 
Navy that the objectives of both services regard- 
ing present and future needs in Physical Medicine 
may be classified as follows: 
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(1). — Educational Needs. — (a) Formulation of 
a suggested course content for in-service training 
for the Army and Navy medical officers in Physical 
Medicine. (b) Establishment of a good graduate 
course in Physical Therapy for physical therapy 
aides being separated from the Services, in which 
they will be assured excellent refresher instruc- 
tion in applied anatomy, physiology of exercise, 
etc. 

(2). — Scientific Investigation. — Many special 
fields in Physical Medicine have received tremen- 
dous impetuses by the mass of war casualties 
and the lessons learned should be evaluated and 
research continued in civilian fields, in order to 
crystallize the knowledge gained during the war. 
Examples of the special programs which should 
be evaluated are: 

1. The extent to which so-called general con- 
ditioning exercises are of value in the average 
hospital routine, and an expression of opinion con- 
cerning who should supervise such an exercise 
program. 2, Physical Medicine in Cerebral Palsy, 
Adult Cerebral Injury Program. 3. Electrodiag- 
nostic procedures and the standardization of equip- 
ment in this field 

Recommendations 


It is recommended that more _ educational 
training: facilities be established for the training 
of physicians in Physical Medicine or medical of- 
ficers of the Veterans Administration. It is rec- 
ommended that the Education Committee of the 
American Congress of Physical Medicine as well 
as other educational committees communicate with 
representatives of the Veterans Administration 
and members of the Dean’s Committee of Medical 
Schools urging them to expand the educational 
facilities for fellowship and residency training in 
Physical Medicine for Medical Officers of the Vet- 
erans Administration who may be interested in 
securing such training. It is recommended also 
that a program for the further development of 
training films and training aids of various types 
be included as an activity of the educational pro- 
gram which may be used by members of the Vet- 
erans Administration, Armed Forces and Civilian 
Hospitals and civilian positions alike. 

The following is a partial list of the names, positions 
and locations of Medical Officers of the military 
service and Veterans Administration. 

Army Medical Officers in Physical Medicine 

Capt. Friedland, Cushing Gen. Hosp., Framing- 
ham, Mass. 

Lt. W. H. Smith, Halloran Gen. Hosp., Wil- 
lowbrook, SI, N. Y. 

Lt. W. F. Hanisek, Valley Forge Gen. Hosp., 
Phoenixville, Pa. 

Lt. J. E. Powell, Oliver Gen. Hosp., Augusta, 
Ga. 

Lt. J. N. Cabanzo, Wakeman Gen. Hosp., Camp 
Atterbury, Ind. 

Major J. K. Kuitert, Fitzsimons Gen. Hosp., 
Denver. 

Capt. J. S. Blaisdell, Fitzsimons Gen. Hosp., 
Denver. 

Lt. E. M. Krusen, Jr., Army and Navy Gen. 
Hosp., Hot Springs, Ark. 
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Lt. J. C. Jones, Beaumont Gen. Hosp., El Paso, 


Texas. 

Capt. H. L. Rudolph, Letterman Gen. Hosp., 
San Francisco. 

Lt. B. A. Rutledge, Letterman Gen. Hosp., 
San Francisco. 

Capt. J. Ehrlich, Brooke Gen. Hosp., Ft. Sam 


Houston, Tex. 


Capt. G. W. Soffe, Walter Reed Gen. Hosp., 
Washington, D. C. 

Lt. E. J. Cummins, Walter Reed Gen. Hosp., 
Washington, D. C. 

Lt. D. C. Brown, McCornack Gen. Hosp., Pasa- 
dena, Calif. 

Lt. W. L. Dawson, Pratt Gen. Hosp., Coral 
Gables, Fla. 

Capt. C. A. Furey, Tilton Gen. Hosp., Ft. Dix, 
N. J. 
Lt. Col. B. A. Strickland, Off. The Surgeon 
General, Washington, D. C. 


Army Medical Officers in Reconditioning 


Lt. W. F. Maher, Halloran Gen. Hosp., Wil- 
lowbrook, SI, N. Y. 

Capt.. G. e Erickson, Fitzsimons Gen. Hosp., 
Denver, Colo. 

Col. E. M. Smith, Brooke Gen. Hosp., Ft. Sain 
Houston, Tex. 

Major O. D. Sprecher, Percy Jones Gen. Hosp., 
Battle Creek, Mich. 

Lt. N. F. Conte, Army and Navy Gen. Hosp., 
Hot Springs, Ark. 

Major A. S. Anderson, Madigan Gen. Hosp., 
Tacoma, Wash. 
~. T. Kerr, Jr., Tilton Gen. Hosp., Ft. Dix, 

Lt. J. D. Berry, Headquarters, First Army, New 
York, 


Medical Officers in Physical Medicine of the 


Veterans Administration 


Major C. C. Adams, Chief, Phys. Med., Mur- 
freesboro, Tenn. 

Capt. I. Blum, Chief, Phys. Med., Newark Re- 
gional Office. 

Lt. Col. B. Boynton, Sr. Consultant, Phys. Med., 
Dallas, Texas. 

Major R. Brightwell, Chief, Phys. Med., St. 
Louis, Mo. 

Lt. Col. C. R. Brooke, Chief, Phys. Med., C. O., 
Washington, D. C. 

Capt. A. M. Center, Chief, Plus. Med., Tusca- 
loosa, Ala. 

Lt. Col. D. Covalt, Asst. Med. Dir. C. O., 
Med. Rehab., Washington, a. 

ae Dancik, Chief, Phys. Med., Northport, 

Y. 

Major H. M. Davis, Chief, Phys. “Med., Tuske- 
gee, Ala. 
il Lt. Col. Dawson, Chief, Phys. Med., Richmond, 


Major J. R. Deegan, Chief, Phys. Med., Walla 
Walla, Wash. 

Capt. L. S. Diamond, Chief, Phys. Med., Ameri- 
can Lake, Wash. 
an E. Doane, Chief, Phys. Med., Sunmount, 
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Capt. R. Dow, Chief, Phys. Med., Washington, 


D. C. 


Capt. F. E. Dugdale, Chief, Phys. Med., Day- 
ton, Ohio. 

Capt. O. Eisert, Chief, Phys. Med., Batavia, N. Y. 

Capt. E. Emma, Chief, Phys. Med., Castle Point, 


Me. 
Capt. J. Erlich, Chief, Phys. Med., Louisville, 


Capt. J. E. Feingold, Chief, Phys, Med., Roan- 


oke, Va. 
Major E. W. Fowlks, Chief, Phys. Med.,: Port- 


land, Ore. 
Capt. F. Friedland, Chief, Phys. Med., Los An- 


geles. 

Capt. J. C. Fulmer, Chief, Phys. Med., Coates- 
ville, Pa. 

Capt. H. Y. Glickman, Chief, Phys. Med., Che,- 
enne, Wyoming. 

Major Glotfelty, Chief, Phys. Med., Sheridan, 
Wyoming. 

Lt. Comm. Goldstein, Chief, Phys. Med., Lyons, 
N. J. 

Major M. Grossman, Chief, Phys. Med., Waco, 


Texas. 
Major, H. J. Haymes, Chief, Acute Ser., Tope- 


ka, Kans. 
Capt. M. Hoberman, Chief, Phys. Med., West 


Roxbury, Mass. 
Lt. Col. Ora L. Huddleston, Sr. Consultant, 


.P. M., San Francisco. 


Lt. L. C. Jensen, Chief, Phys. Med., Minne- 
apolis. 

Major E. F. Jones, Chief, Phys. Med., Marion, 
Ind. 

Major H. Kessler, Chief, Phys. Med., Bronx, 


N. Y. 

Major A. B. C. Knudsen, Asst. Chief, Phys. 
Med., C. O., Washington, D. C. 

Major J. H. Kuitert, Chief, Phys. Med., St. 
Cloud, Minn. 

Capt. J. Lee, Chief, Phys. Med., Albany, N. Y., 
Regional O. 

Major W. Lee, Chief, Phys. Med., Richmond, 
Va. 
Major C. Levenson, Assoc. Cons., Phys. Med., 
Philadelphia. 

Capt. /S. Licht, Chief, Phys. Med., Boston. 

Capt. S. Machover, Chief, Phys. Med., Aspinwal, 
re 
Capt. J. Martella, Chief, Phys. Med., Rutland 
Heights, Mass. 

Capt. H. Mathiasen, Chief, Phys. Med., Alex- 
andria, La. 

Major C. H. Mitchell, Chief, Phys. Med., Hines, 
Ill—Vaughan Gen. 

Major B. G. Morrison, Chief, Phys. Med., Perry 
Point, Md. 

Major M. Neeches, Chief, Phys. Med., Dear- 
born, Mich. 

Commander L. B. Newman, Chief, Phys. Med., 
Hines, Ill—Vaughan Gen. 

Capt. H. O’Donnell, Chief, Phys. Med., me 
coughtan, Va. 

Capt. O. J. Perrillo, Chief, Phys. Med., Ltadeln, 
Nebr. 
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Capt. D. A. Roberts, 
Howard, Md. 

Capt. S. Rosenbliett, Chief, Phys. Med., Rose- 
burg, Ore. 

Capt. M. Rubinstein, Chief, Phys. Med., Liver- 
more, Calif. 

Lt. Comm. J. I. Rudd, Chief, Phys. Med., West 
Rorbury, Mass. 

Capt. A. S. Russek, Chief, Phys. Med., Moun- 
tain Home, Tenn. 

Capt. H. E. Samburg, Chief, Phys. Med., Des 
Moines, Iowa. 

Capt. M. T. Sax, Chief, Phys. Med., Albuquer- 
que, N. Mex. 

Capt. J. J. Sazama, Chief, Phys. Med., Dallas, 
Texas. 

Capt. R. W. Schmitt, Chief, Phys. Med., Mont- 
gomery, Ala. 

Capt. J. L. Sitterley, Chief, Phys. Med. San 
Fernando, Calif. 


Major J. ‘Smith, Chief, Phys. Med., New York, 
N. Y 


Chief, Phys. 


Major S. Spencer, 
N. C. 

Capt. W. E. Steiner, Chief, Phys. Med, Atlanta, 
Ga. 

Major J. C. Tatum, Chief, Phys. Med., Downey, 
Ill. 

Capt. I. Tepperberg, Chief, Phys. 
York Reg. Off. 

Lt. Col. N. E. Titus, Chief, Phys. Med., Jeffer- 
son Barracks, Mo. 

Capt. B. A. Treister, Chief, Phys. Med., Brecks- 
ville, Ohio. 

Major W. V. Walsh, Chief, Phys. Med., Men- 
dota, Wis. 

Capt. H. S .Whiting, Chief, Phys. Med., New- 
ington, Conn. 

Lt. G. S. Wickler, Chief, Phys. Med., Ft. Bay- 
ard, N. Mex. 

Lt. Col. G. Wilson, Chief. Phys. Med., Chicago. 

Capt. S. Winokur, Chief, Phys. Med., New Or- 


leans. 


Chief, Phys. Med., Oteen, 


Med., New 


Major H. L. Zankel, Chief, Phys. Med., Bay 
Pines, Fla. 
O. Leonarp Huppieston, M.D., Chairman. 


Epwarp ALEXANDER, M.D. 
Ben Boynton, M.D. 

RopNey CHAMBERLAIN, M.D. 
R. E. KinneMAn, M.D. 
DonaLp Rose, M.D. 

NorMAN E. Titus, M.D. 
Joun F. Wayman, M.D. 


Report of the Committee on Membership — 


The Committee on Membership reports with 
great satisfaction that the number of new appli- 
cations for membership during the past two years 
has shown a steady increase. Most of the new 
applicants were young men who received train- 
ing in physical medicine during the war period; 
quite a few of the very recent applicants are on 
active duty in physical medicine in the Veterans 
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Major C. Psaki, Chief, Phys. Med., Philadelphia. 
Med., Ft. 
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Administration or have received training in physj- 
cal medicine under the G. I. Bill of Rights. 


At the special meeting of the Board of Goy- 
ernors, held at Chicago on December 8th, 1945, 
forty-six applicants were elected to membership, 
with the following geographical distribution: New 
York, 15; Illinois, Ohio, 3 each; Pennsylvania, 3; 
Minnesota, W. Virginia, 2 each; California, Colo- 
rado, Connecticut, Iowa, Missouri, Nebraska, Ne- 
vada, N. Carolina, Texas, Washington, D. C., 1 
each; abroad: Canada, 4; Mexico and Denmark, 
1 each. 


Members endorsing new applications are re- 
quested to make sure that the application con- 
tains the name of the Secretary of the County 
Medical Society to which the applicant belongs, 
in order to enable verification without delay by 
the Executive Office. Physicians on active duty 
in the Army, Navy or Veterans Administration 
do not have to belong to a local county medical 
society. 


The membership census on May Ist, 1946 
showed a total membership of 525, distributed 
according to states as follows: 


Number of Number of 
State Members State Members 
26 New Jersey ............. 19 
District of Columbia 16 North Carolina dg 4 
5 Okishoma .. 4 
17. Pennsylvania _.......... 57 
Iowa 8 Rhode Island .......... 2 
Massachusetts .......... 16 Washington  ............ 
Michigan .................... 7 West Virginia ........ 5 
Minnesota ..............--.- 8 Wisconsin ..............-. ll 
Mississippi ............... 1 Address Unknown... 5 


Membership outside of the United States, total- 
ing 28, was distributed as follows: Canada, 16; 
England, Mexico, Portugal, 2 each; Belgium, D2n- 
mark, Brazil, Uruguay, Venezuela, 1 each. 

At the time of rendering this report, the num- 
ber of new applications pending was 40. 


Ricuarp KovAcs, M.D., Chairman. 
Wayne McFartanp, M.D. 
IsaporE Levin, M.D. 


B. S. Troepsson, M.D. 
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Report of the Committee on Cooperation 
with Army, Navy, Public Health and 


Veterans Administration 


Relationships with various governmental serv- 
ices have been maintained on a very cordial level 
throughout the past year. The Chairman has 
served as Chairman of a Committee on War and 
Postwar Physical Rehabilitation and Recondition- 
ing which met every sixty days in Washington 
throughout the war and which served to coor- 
dinate activities in rehabilitation of disabled sol- 
diers and sailors. 

The Army has finally established a Physical 
Medicine Consultants Division in the Office of the 
Surgeon General and a Division of Physical Medi- 
cine has been established in the Veterans Ad- 
ministration under the direction of Lt. Col. Charles 
Brooke and Dr. A. B. C. Knudson, working in 
close contact with Dr. Donald Covalt, Assistant 
Medical Director in Charge of Rehabilitation. The 
Navy’s program for physical medicine and re- 
habilitation under Capt. Gordon Tayloe and 
Comdr. Harry Etter has progressed rapidly and 
fine in-service programs for training of medical 


officers and ‘technical personnel have been estab-- 


lished in both the Army and the Navy. 

The Army, Navy and Veterans Administration 
have cooperated with the Chairman of our com- 
mittee in the preparation of a Feature Exhibit on 
Physical Medicine to be presented at the annual 
meeting of the American Medical Association in 
San Francisco, July 1 to July 5. 

In summary, it is evident that tremendous pro- 
gress in the advancement of physical medicine in 
various governmental services has been made dur- 
ing the past year. , 

Frank H. Krusen, M.D., Chairman. 
Everitt W. Fow tks, M.D. 

O. Leonarp Huppteston, M.D. 

H. Wortey Kenpet, M.D. 

Louis B. Newman, M.D. 


Report of Committee on Advances in 
Education 


The Committee on Advances in Education of 
the Congress of Physical Medicine for 1945 and 
1946, was asked to function relative to several 
problems. 


During the fall of 1945, the president of the 
Congress requested the committee to make rec- 
ommendations regarding those people who had 
had partial training in the armed services and 
experience in reconditioning but no formal train- 
ing as physical therapy technicians. The con- 
Sensus of the committee was that no credit should 
be given to any individual who had not had 
Proper prerequisite training and minimal formal 
training. There was some discussion of the pos- 
sibility of giving partial credit on the practice por- 
tion of the courses in physical therapy, to those 
individuals from the armed service who had con- 
siderable experience in physical therapy technic. 
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However, the majority opinion was that this 
should not and could not be recommended because 
the school authorities would have no way of 
evaluating the practical experience of individuals 
coming from the armed services. It was recom- 
mended by the committee to the Board of Gov- 
ernors that there be no change in the standards 
of the technical training regardless of experience 
of the applicant and that every effort should be 
made to make it known that these partially trained 
people can not be considered qualified technicians 
and should not be employed as such. 

There was a discussion by the committee rela- 
tive to the prerequisite courses for approved 
schools of physical therapy. The general con- 
sensus was that prerequisites should remain as 
they are or be increased to a minimum of three 
years of college with proper credit in biologic 
sciences, registered nurses or graduates in physi- 
cal education. Some members of the committee 
recommended courses requiring four years giving a 
bachelor’s degree and a certificate in physical 
therapy. 

There were communications sent to the com- 
mittee relative to standards of training of the 
personnel in physical therapy in the Navy. It 
was pointed out that courses in the Navy were 
not assumed to be approved courses. 

The committee, by means of communications 
by mail, discussed the instruction course to be 
given at the meeting of the Congress, September 
4 to 7, inclusive. It was decided to try to have pre- 
sented subjects which are largely basic in nature, 
along with discussion of some of the phases of reha- 
bilitation. The speakers for the course have all 
been selected and nearly all of them have accepted 
the invitation to speak. 


The con-mittee has been asked to assist in conduct- 
ing the educational conference to be held during the 
meeting of the Congress. The medical and tech- 
nical directors and certain other people interested 
in education and the schools of physical therapy 
have been asked to participate. At this meeting 
there will be a discussion of an agenda covering 
various problems relative to schools of physical 
therapy; e. g. prerequisites, standards, etc.; and 
other problems relative to education in physical 
medicine. 

C. Exvxins, M.D., Chairman. 
Frances Baker, M.D. 

Rosert L. Bennett, M.D. 
ArtTHurR L, Watkins, M.D. 

Guy Herpert Fisk, M.D. 


Report of the Committee on Public Relations 


The most important matter to come before the 
Committee has been the hearings of the Federal 
Communications Commission on the Allocation of 
frequencies in the Radio Spectrum. This subject 
is of vital importance to physicians using radio 
frequency apparatus in the practice of medicine 
and the Congress representing those physicians 
particularly interested in this subject. was in duty 
bound to protect their interest at these hearings. 
Consequently, the committee was represented in 
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Washington by the chairman as well as by suit- 
able briefs submitted for the study of the Com- 
mission. 

In addition, Dr. Emil J. Hildenbrand, one of 
our members, testified. The American Hospital 
Association was represented by Dr. Warren P. 
Morrill. Dr. Horatio B. Williams testified in 
behalf of Columbia University and the Council 
on Physical Medicine of the American Medical 
Association. Representatives of all manufactur- 
’ ers of medical apparatus also appeared. 

Mr. Howard A. Carter, Secretary of the Council 
on Physical Medicine, although present was pre- 
vented from testifying due to a resolution by the 
Council not to oppose the ruling of the Commis- 
sion. Mr. Carter, however, did testify at the oral 
argument at a later date, but his testimony did 
nothing to help the medical profession obtain a 
reasonable allocation. This action by the Council 
is certainly open to criticism, as we naturally 
would look to the A. M. A. to protect the physi- 
cians’ interest especially when they have seen fit 
to establish a Council’ on Physical Medicine. If 
it is not the Council’s duty to protect the physi- 
cian doing physical medicine, whose interest are 
they protecting? There may be a good reason 
for this attitude, but your chairman does not know 
what it is. 
1944, the Radio Technical Planning Board, Panel 
12 proposed for both medical and industrial use 
the following allocation: 

+ or — 1% 274 Kilocycles 


+ or — 7.3% 4000 Kilocycles 
+ or — 0.5% 430 Kilocycles 


13.66 Megacycles 
27.32 Megacycles 
40.98 Megacycles 

All in all, a total spectrum space of 11,805 Kilo- 
cycles for present use was requested. 

Anyone not familiar with the task facing the 
Commission cannot realize the magnitude of the 
problem and in justice to all the other claimants 
for space in the spectrum, such a large allocation 
was simply not possible. The problem facing the 
medical profession was to obtain sufficient space 
so the use of crystal controlled machinery would 
not be necessary. Crystal control means a large 
increase in the original cost of equipment, in- 
creased cost of service, and inability to get serv- 
ice in small towns, or the complete screening of 
rooms at a very substantial cost. 


This situation would result in increased cost 
to the physician, the patient, and in many in- 
stances, the inability of the physician and hospital 
to utilize ths valuable aid in the practice of medi- 
cine. 

The testimony before the Commission brought 
out the following facts (quoted from the trans- 
actions of the Commission): 

With respect to medical apparatus testimony 
at the hearings indicated that although the exact 
frequency on which diathermy equipment oper- 
ates is not of therapeutic importance the three 
frequencies, 13.66 megacycles, 27.32 megacycles, 
and 40.98 megacycles have been most generally 
used and have proved satisfactory in practice. 
The lowest of these three frequencies appears to 
be most efficient for the coil type of applicator 
and the highest for the condenser type. More- 


At the original hearing, October 25, 
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over, although there appears to be some disagree- 
ment on this point, it appears the middle band 
of 27.32 megacycles can be used for either 
type of application with satisfactory therapeutic 
results and with an engineering efficiency which, 
though less than that obtainable by operation on 
the other frequencies, is nevertheless satisfactory. 
The Commission’s Proposal of January 15, 1945 

In its Report of January 15, 1945, the Com- 
mission proposed for the Industrial and Medical 
Services the allocation of three frequency bands 
centered on 13.66 megacycles, 27.32 megacycles, 
and 40.98 megacycles. This was in harmony with 
the recommendations of representatives of the 
medical service on Panel 12 of the Radio Tech- 
nical Planning Board insofar as the center fre- 
quencies of 13.66 megacycles, 27.32 megacycles 
and 40.98 megacycles were concerned. However, 
upon a careful review of the record the Commis- 
sion proposed that these bands have a channel 
width in each case of plus or minus 0.05 per cent 
of the center frequency instead of the wide chan- 
nel widths proposed by Panel 12 of the Radio 
Technical Planning Board. 

In the light of these basic considerations, and 
the many competing communication needs for the 
limited frequency space available, assignment of 
the numerous wide frequency bands recommended 
by the Radio Technical Planning Board for the 
industrial and medical services did not appear to 
be justified. It was, therefore, proposed that the 
relatively narrow channels described above be al- 
located for the industrial and medical services, 
even though the cost of equipment capable of 
operating within those channels might be some- 
what higher because of the necessity of utilizing 
crystal control. It was pointed out in the report 
that as an alternative to the use of such apparatus 
there was, in general, shielding and filtering for 
guarding against interference to radio communi- 
cation. 

This ruling meant that all high frequency ma- 
chines would have to be crystal controlled or the 
room where it was used shielded and screened. 

The Commission then set the date of March 3, 
1945, for oral argument and your chairman again 
appeared to protest aided by representatives of 
the manufacturers of medical apparatus and in- 
dustry. 

Brief Submitted 

The following brief was submitted in addition 
to the oral argument: 

February 23, 1945. 
Federal Communications Commission, 

Gentlemen: 

Re: In the matter of Allocation of Frequencies 
to the Various Classes of Non-Governmental 
Services in the Radio Spectrum from 10 Ke. to 
30,000,000 Ke. 

Docket No. 6651. 

We desire to appeal from the Commission’s an- 
nounced intention to allocate, for the use of medi- 
cal services, three bands having a center fre- 
quency of 13.66 mc, 27.32 mc and 40.98 mc with 
a proposed band width of 0.05 per cent in each 
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case. This allocation would work great hardship 
on the more than 50,000 physicians and 2,200 hos- 
pitals in the United States using short wave dia- 
thermy equipment in the relief of pain and suf- 
fering and the saving of life. It is conservatively 
estimated that in the United States 300,000 pa- 
tients daily receive short wave diathermy treat- 
ments and.that an average of over 90,000,000 
treatments per year are given. 

As official representative of the American Con- 
gress of Physical Medicine and Society of Physi- 
cal Medicine, organizations which represent those 
interested in this field of medicine and for all 
physicians using short wave diathermy in the 
treatment of patients, I wish to present the fol- 
lowing facts: If the ruling of the Commission 
is put into effect and physicians are limited to 
apparatus with a wavelength of plus or minus 
five one-hundredths of one per cent, it will mean 
an increase in the cost of apparatus estimated 
by various men from one to five. times the pres- 
ent cost. This increase in cost will limit very 
materially the number of physicians financially 
able to purchase this apparatus. This is par- 
ticularly true of physicians in the ,armed serv- 
ices who will be_ financially unable to resume 
practice with this equipment at such excessive 
costs. In fairness to our colleagues in the serv- 
ice we protest this ruling, made during their ab- 
sence and when they could not make their in- 
fluence felt. The hospitals today find difficulty 


in financing present day prices for equipment. ~ 


Purchase of the equipment at high prices will 
mean a marked limitation of the use of short 
wave diathermy and consequently many patients 
will not receive this much needed treatment. 


Hospitals presently equipped with apparatus 
not conforming to the narrow band will find the 
cost of converting to the new type of apparatus 
impossible to bear. In an institution such as 
Jefferson Hospital where we employ a number 
of machines, it would cost several thousand dol- 
lars to make the change. The suggestion has 
been made that present apparatus could be used 
if the rooms were screened but this is impractical 
because of the expense involved in screening a 
large department, and also due to the fact that 
the apparatus must be moved from one room to 
another and frequently patients must be treated 
in their private rooms. 

The narrow limitation of wavelengths also 
brings to the foreground the question of the com- 
plicated crystal controlled apparatus. It would 
require a skilled radio engineer to service the 
machines and keep them in working condition 
and on the proper wavelengths. Even in large 
cities at the present moment such service is not 
available, and how can we possibly expect physi- 
cians in small towns distant from large centers 
to secure service for their machines. This factor 
alone is going to result in machines being idle 
for varying periods of time or in the absolute 
inability for the average small town physician 
to employ diathermy. 


Some definite statement should be made in 
reference to the present apparatus. How long 
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will we be able to use it before we will have to 
convert to the new wavelength? Any conversion 
within a short period of time will be impossible 
because of the lack of equipment, and an imme- 
diate screening of rooms would place an un- 
warranted financial burden on physicians and hos- 
pitals. 

Physicians were the first to use high frequency 
in the treatment of disease, long before any com- 
mercial use was found for it. This alone should 
establish a priority for the medical profession in 
the consideration of wavelengths. The Commis- 
sion has seen fit to allocate ten times-as much 
space in the spectrum to amateur communications 
While the im- 
portance of amateur communications is not de- 
preciated, the importance of diathermy treatment 
of thousands of patients by physicians and hos- 
pitals demands certainly as much or greater con- 
sideration. The possibility of combining the three 
wavelengths allocating one with a sufficiently wide 
variation should receive consideration, for as far 
as we know the same heating effects can be ob- 
tained from any wavelengths. The allocating of 
wavelengths to the medical profession in the same 
band with those used for- industrial purposes 
might solve the problem. A wide range might 
be used here without danger of interference with 
communication. 

High frequency currents now occupy an im- 
portant place in the practice of medicine. In- 
creasing thousands are being treated every day, 
especially with the new uses in the government 
hospitals. Anything that will deny to the pa- 
tient the valuable benefits of the high frequency 
current or that will make the cost of treatment 
greater demands serious consideration. Unfortu- 
nately, certain concerns who control patents that 
are used in crystal controlled machines are all 
too willing to see this burden placed upon hos- 
pitals, physicians, and patients, in order that they 
can collect their royalties. Insidious influences 
are also evident in our own medical organizations 
which have not seen fit to stand behind the medi- 
cal profession at home or in the army. 


The importance of the high frequency currents 
to the medical profession is evident in the results 
obtained in the treatment of our disabled veter- 
ans and in the treatment of the thousands who 
have suffered from industrial accidents. Such 
recognition is only established by the good results 
following the use of diathermy in the treatment 
of diseases and injuries. It means a shortening 
of the period of disability and the return of pa- 
tients to their former economic status with les- 
sened disability. The increase of cost in apparatus, 
difficulties of servicing will work irreparable harm 
to the medical uses of the high frequency current, 
We physicians feel that the Commission must find 
a way to allocate wavelengths with a sufficient 
variation that apparatus will be available at a 
reasonable price, that service will be simplified, 
and this valuable curative agent not be denied to the 
thousands who can be benefited by it. We do 
not ask the impossible but we feel that the health 
and welfare of this country is of sufficient im- 
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portance to warrant every effort being made by 
the Commission to secure the legitimate demands 
which we are asking. 


H. Scumunt, M.D., Chairman 
of the Public Relations Committee, 
American Congress of Physical Medi- 
cine and Society of Physical Medicine. 


As a result of this meeting, a satisfactory com- 
promise was obtained that assured a_ reasonable 
allocation to the medical profession and avoided 
the added expense and difficulties of crystal con- 
trol. The following is again quoted from ihe 
transactions of the Commission: 


Final Allocation for Industrial and Medical Use 


In oral argument upon the proposed allocation 
for medical and industrial use held before the 
Commission on March 2 and 3, 1945, the repre- 
sentative of the Council on Physical Medicine of 
the American Medical Association expressed the 
view of that body that the Commission had given 
careful consideration to the factors involved in 
the allocation of frequencies for medical use and 
stated that the Council had decided to raise no 
objection to the allocations proposed by the Com- 
_ mission. However, representatives of Panel 12 
of the Radio Technical Planning Board and other 
witnesses who appeared, objected to the proposed 
allocation. The objection of those representing 
the medical service, including certain manufac- 
turers of high frequency medical equipment, was” 
based primarily on a repetition of the argument 
that crystal-controlled apparatus would be re- 
quired for operation, within the proposed bands 
and that the increased cost and upkeep expense 
of such apparatus over the cost and upkeep ex- 
pense of equipment now in general use would 
place a heavy additional economic burden on the 
medical profession. It was argued that this in 
turn would mean substantially increased costs to 
the public for medical service. However, instead 
of insisting upon the exceptionally wide bands 
previously requested, these witnesses appearing 
on behalf of the medical service modified ,their 
former position considerably to the extent of as- 
suring the commission that it would be practical 
to manufacture non-crystal-controlled high-fre- 
quency medical apparatus capable of satisfactorily 
operating within a frequency band having a width 
of plus or minus 0.5 per cent. Moreover, they 
stated that the initial cost of such equipment 
would involve only a moderate increase over the 
cost of equipment presently in general use and 
that there would be no increased cost of upkeep. 
They, therefore, urged that the proposed fre- 
quency band centered upon 27.32 megacycles, for 
_ which they had originally requested a band width 
of plus or minus 7.3 per cent of the center fre- 
quency, be enlarged from a width of plus or minus 
.05 per cent of the center frequency, proposed by 
the Commission, to a width of plus or minus .5 
per cent of that frequncy. 


In the light of these considerably more modest 
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and reasonable recommendations, and in reliance 
upon the above assurance by manufacturers re- 
garding the manufacture of medical diathermy 
equipment capable of operating within a band 
having a width of plus or minus .5 per cent of ihe 
center frequency, the Commission has found it 
possible by reducing the space allocated to ama- 
teurs in this region of the spectrum to enlarge 
the 27 megacycle band to a width of plus or 
minus .5 per cent of the center frequency of 27.32 
megacycles. In terms of kilocycles this would 
be a band of 270 kilocycles. On this point, and 
in order to avoid any possible confusion in the 
future, it should. be emphasized that the Com- 
mission’s decision to allocate the wider band re- 
ferred to above is based upon the express as- 
surance by manufacturers that non-crystal medical 
diathermy equipment can be built which will pos- 
sess the stability necessary to assure operation 
within the assigned channel not only at the out- 
set but also during its useful life and despite rea- 
sonable wear and tear resulting from use. In 
addition, the apparatus must have provision for 
the suppression of harmonic radiation adequate 
to prevent such radiation from escaping into fre- 
quency channels allocated for communication pur- 
poses. If, in practice, the equipment does :;ot 
measure up to these assurances, crystal control 
will have to be required. 


In summary form, then, the final frequency 
allocation for medical and industrial use is as 
follows: 


CENTER FREQUENCY BAND WIDTH 
(Megacycles) (% of center 


BAND WIDTH 
(Kilocycles) 


frequency) 
13.66 + 16 
27.32 + 
40.98 + 05% 40 


It is contemplated that equipment manufactured 
subsequent to the date of this report will be re- 
quired to be operated within the frequency chan- 
nels set forth in this report or, through use of 
shielding and filtering or such other means as may 
be available, be operated in a manner which will 
not cause interference with communications. So 
far as existing equipment is concerned, it is con- 
templated that a reasonable length of time (to be 
later specified) will be allowed during which such 
equipment may continue to be used as before. 
However, even as to existing equipment where 
it is found that such equipment is causing inter- 
ference to communications, immediate steps will 
be required to eliminate the interference. 


Your committee feels that our efforts have been 
amply rewarded and the allocation is a very sat- 
isfactory one which protects the physician, the 
patient, and the hospital. Surely if we had al- 
lowed this matter to go by default, the Congress 
could be justifiably criticized for a lack of in- 
terest in the welfare of physicians practicing phys- 
ical medicine. 


Wo H. Scumoont, M.D., Chairman. 
H. Wortey M.D. 
Ropert L. STECHER, M.D. 
Nortuway, M.D. 
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Report of Committee on Medical Economics 


Economics is the science that treats of the pro- 
duction, preservation and distribution of wealth 
and of the means and methods of living well, 
for the state, the family and the individual. 

Medical economics is the science that embodies 
the production, preservation and distribution of 
medical services. In the specialty of Physical 
Medicine, service is rendered in every medical 
field because Physical Medicine is the basis of 
all Medicine. It was widely known and used 
from the earliest days until the recent past. It 
is again coming into its own as we return to 
first principles—Health, Physical Fitness and Pre- 
ventive Medicine, as the groundwork for a healthy 
nation. 

As the guardian of the health of the people 
in primitive society it was the duty of the physi- 
cians to see that their people were in good physi- 
cal condition. They’ therefore looked first to 
proper nutrition without which there can be no 
health. Food, and all that that implies, has been 
and is the concern of all good physicians. We 
are what we eat as has been shown down through 
the ages. Those nations still survive who early 


‘learned the proper foods to eat and the proper 


preparation and preservation of them. 

Housing with proper sanitation, was and is the 
next concern of real physician. Climate can 
make or break the growing organism, the adoles- 
cent, and the adult. The ability to create a proper 
environment means the retention of health at the 
proper biologic level, well beyond the three score 
and ten that is the result of the unending strug- 
gle against wind, weather, storm and too great 
tempo to begin with and all that is added thereto 
in the struggle for existence. 

Proper clothing is part of a suitable environ- 
ment, dependent upon climatic conditions and, 
essential -to-comfort and the ability to work. 


“Man cannot live by bread alone” so Recrea-. 
, tion is a most essential part of any Health Pro- 


gram .and a most important part of Physical 
Medicine. Rest, Relaxation and Recreation are 
the very foundation stones of Physical Medicine 
and therefore important in ‘any system for better 
health, | 

Sun, Air, Light, Heat, Water, Exercise, Elec- 
tricity, the physical forces by which man lives 
are the basis of Health and Physical Fitness and 
make for Preventive Medicine. The specialist 
in the field of Physical Medicine should be as 
well versed in Spa Therapy and Climatotherapy 
for prevention. as he is in their use in rehabilita- 
tion. 

The American Medical Association, in its ten 
points in the National Health Program adopted 
by the Board of Trustees and the Council on 
Medical Service, February 14, 1946, stresses “wide- 
spread education in the field of Health and the 
widest dissemination of information regarding the 
Prevention -of disease and its treatment by au- 
thoritative agencies. Health education should be 
considered a necessary function of all departments 
of public health, medical associations and school 
‘authorities,” 
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This education should begin within the pro- 
fession itself, in the classroom of the medical 
school. It is trite to say we are taught about 
hygiene and instructing the patient on how to 
conduct himself apart from taking medicines. The 
great need is for detailed instructions on daily 
living, as to his diet, sleep, exercise, posture, 
bathing, resting, walking, and the other funda- 
mentals of Physical Medicine that he looks to the 
physician to explain to him. The young physi- 
cian does not recognize these matters as Physical 
Medicine, which he looks on as a clutter of ma- 
chines, switches, electric currents, colored lights, 
baking and massage, for which he has a pro- 
found contempt as psychiatric in effect only. He 
is still in the pathologic stage where only sur- 
gery, chemotherapy and radiology register. There 
is a shock ahead of him when he must learn 
there are other modes of treatment where the 
above have been used and there still is left much 
to be desired. 

Rehabilitation and reconditioning are discussed 
as if they have but just been discovered and are 
the private property of certain persons who have 
rushed into print to spread the gospel to an 
ignorant world. The pioneers in World War I 
had their troubles getting an audience for their 
painstaking work and_ their’ recommendations, 
Strange as it may seem, in World War II, some 
men have gone through the, entire conflict and 
have failed to learn that there are measures that 
have been found most useful in shortening con- 
valescence, relieving pain, training for a job, 
building up morale, saving one’s reason. They 
may have heard vaguely of these measures as 
applied to industrial accidents. Some do not 
know what goes on in their own hospitals in 
the way of research, rebuilding, restoring human 
beings to health, happiness and honor in the 
community. 

There has been tremendous newspaper, radio 
and magazine publicity, attendant upon the be- 
stowal of $1,100,000 by Mr. Bernard Baruch fo1 
the study of the possibilities and probabilities of 
physical medicine. There has been previously | 
unheard of commendations by the Army, Navy 
and Air Forces of the beneficent effects of physi- 
cal medicine as an adjunct to surgical and medical 
care.’ The public is awakened to the help that 
may be derived from the judicious use of physical 
measures through the latest medical magazines, 
the Readers Digest, Life, Look, etc. Despite all 
this, various Rip Van Winkles would thrust back 
into a subordinate place, as of little consequence, 
all that has been brought into the open concerning 
these most necessary adjuvant measures to any 
procedures. They do not recognize they are us- 
ing physical measures in every case treated. 

The surgeon, obstetrician or internist who does 
not see that his patient gets exercise early :nay 
find himself promoting embolism, thrombophle- 
bitis or phlebothrombosis. Late, intensive physi- 
cal therapy instead of early gentle complemen- 
tary measures may leave fractures, dislocations, 
arthritic joints, unhealed wounds, bedsores, etc., 
a source of annoyance and discomfiture and may 
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delay the return to work with all the psychic 
disturbance this involves. Besides being helped 
by physical measures, the patient relieves his 
feelings by pouring out his troubles, occupational, 
domestic, medical, to the physiatrist and the 
technicians and gets an imponderable burden off 
his mind and heart to his general better feeling. 
He knows something is being done for him. and 
reacts accordingly, so do his family and friends. 

Where early physical medicine, which includes 
occupational therapy, is started, step by step, if 
possible, with the main measures of treatment, 
the patient is made comfortable and his con- 
valesence is shortened considerably. This has 
been borne out over the years in the experience 
of specialists in this field but it has to be iterated 
and reiterated time and again for the benefit of 
those who have given it no thought, especially 
if these occupy a prominent place in the councils 
and counsels of medical schools, hospitals, insti- 
tutions, industry. 


Those institutions recognizing the importance 
of physical medicine, which includes physical ther- 
apy, occupational therapy and work therapy and 
is the main means of rehabilitation and recondi- 
tioning, proclaim themselves in the vanguard in 
medical education and will become centers for 
progress. They realize the importance of having 
in charge adequately trained specialists of large 
clinical experiencaé in all fields, as recommended 
by the American Medical Association in 1941, at 
the Cleveland Session. This was a great step 
forward but it was hardly perceived by many 
institutions and physicians. ' 

Physical Medicine requires a thorough knowl- 
edge of biology, biophysics, biochemistry, phys- 
iology, pathology, general medicine, surgical prin- 
ciples and those of all the other specialties. Phys- 
ical measures are just as potent for evil as for 
good. Undue haste, poor judgment, ignorance 


of the underlying pathology in any case can. 


cause irreparable damage. Contraindications are 
more important than indications if one wishes 
to save trouble and suits. There is the constant 
fear of dangers to give the Director of the De- 
partment pause. Technicians come and go as 
their added experience leads them to higher 
wages. The task of teaching new candidates 
where the field is limited by low wages is a 
constant source of heartbreak. Adequately pre- 
pared technicians should be given a salary com- 
mensurate with their training and experience with 
further advancement when experience has been 
gained, so that properly qualified personnel may 
be attracted to this most important and expanding 
field. 


Unless this specialty is given its proper place 
in the hospital. as a separate service like radiol- 
ogy, pathology, anesthesiology, cardiology, uro- 
ology, surgery, etc., it cannot continue on a high 
level and, therefore, patients will suffer. Other 
departments are overcrowded, their directors can- 
not give the time and energy to studying’ case 
histories, interviewing patients and physicians, 
testing out special technics, keeping up with ad- 
The proper application of physical meas- 


vances. 
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ures is more time consuming than any other 
treatment and requires a special degree of pa- 
tience, understanding, care and skill. So, the 
direction of this service cannot be delegated to 
medicine, surgery, orthopaedics, neurology or any 
other service in a Class A hospital where physical 
medicine serves all other departments. 

In 1939, in New York and vicinity, finding a 
community of interests because of their unique 
status in practice, in institutions, the four spe- 
cialties of Pathology, Radiology, Anaesthesiology 
and Physical Medicine became members of a 
Joint Council to study their respective relations 
to other branches of Medicine, their present status 
in hospital, institution and Blue Cross Plans and 
what could be done to increase their numbers since 
young men and women frankly said they were 
not embracing these specialties because there was 
no future in them, the financial returns were tot- 
ally inadequate for the years spent in medical 
preparation and practice and then in specializing, 

Fellow physicians as a whole regard these four 
specialties as on a lower plane than those they 
themselves practice. They are not concerned as 
to the financial returns required to remain in 
these specialties, the wear and tear on nerves 
and health, the time and energy required to keep 
up with new discoveries and to promote research 
if so geared. They rather regard practitioners of 
these specialties as technicians, necessary to the 
proper conduct of their own particular fields but 
easily replaceable if too independent. 

This is not true—there is an alarming dearth 
of candidates for these four specialties. Many 
do not continue because they resent 1) the ap- 
pellation of hospital hirelings sometimes applied 
to them, 2) the inadequate recognition of their 
most necessary services by those who could not 
proceed without them, 3) the attitude of some 
patients who object to separate bills rendered 
because they have not been told of the importance 
of their services and 4) the taking for granted of 
themselves and their work by those institutions 
who have no hesitation in exploiting them. In 
one hospital, the pathologist was receiving $75.00 
a month, the hospital was collecting $70,000 in 
yearly fees, In another, the anaesthesiologist was 
receiving a salary in hundreds of dollars while 
the hospital was collecting many thousands. 

Over the years, the Joint Council of Patholo- 
gists, Radiologists, Anesthesiologists and Physia- 
trists has tried to induce fellow physicians to 
view with an impartial eye the needs of these 
workers, to put themselves in their places, to re- 
gard them as on an equal standing. Blue Cross 
Plans have been asked to omit these specialties 
as part of their contract by the Council of the 
Medical Society of New York State, California 
and the American Medical Association. Some 
physicians on these Boards do not realize they 
are acting for the profession, not for themselves 
and should stand by the physician who is bearing 
the brunt of the first frontal attack for socialized 

medicine. 
Mance C, L. McGurnness, M.D., Chairmna. 
Joun S. Hresen, M.D. 
Mitton G. Scumitt, M.D. 
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Supplement to Report of Committee on 
Medical Economies 

The Joint Council, Pathology, Radiology, An- 
aesthesiology and Physical Therapy Physicians, 
Recognition for Physical Medicine. — The Joint 
Council of the above specialties is pleased to re- 
port that the Resolution introduced by Dr. 
Thomas A. McGoldrick at the recent session of 
the American Medical Association at Cleveland 
after due consideration, was recommended by the 
Reference Committee on Medical Education, Dr. 
Walter G. Phippen, Chairman, as reported in the 
Journal of the American Medical Association on 
page 2785, June 21, 1941. 

The full context appears on page 2700 of the 
June 14 issue and is hereby appended. 

The amended Resolution which appears on page 
2785, June 21 issue, reads as follows: 

RESOLVED, That in order to improve hospi- 
tal service and the practice of medicine it is rec- 
ommended that, wherever obtainable, hospitals 
should have doctors of medicine especially trained 
in pathology, radiology, anesthesiology and physi- 
cal. medicine as directors in charge of these re- 
spective departments and that the directors of 
these departments shall be eligible for member- 
ship on their respective medical staffs or medical 
boards with voice and vote. 


Medical Society of the State of New York, Coun- 
cil Committee on Public Relations and Eco- 
nomics, February 25, 1944. Dr. M. J. Fein, 
30 East 40th Street, New York, N. Y. 


Dear Doctor Fein: 


At a regular meeting of the Council of the 
Medical Society of the State of New York on 
February 10, 1944, the following resolution was 
adopted: 

“That the Council of the Medical Society of 
the State of New York reaffirms its own posi- 
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tion and that of the American Medical Asso- 
ciation in opposing the inclusion of pathology, 
radiology, anesthesia, physical therapy, or any 
other form of the practice of medicine in a 
voluntary Hospitalization or Blue Cross Insur- 
ance Plan. It is opposed to hospitals accepting 
contracts of this kind, and it proposes that 
these insurance contracts for medical services 
be cared for by the voluntary, non-profit medical 
care plan.” 


We are asking the Secretary of the Medical 
Society of the State of New York to announce 
this resolution to the presidents of the boards of 
New York State hospitals and to the superin- 
tendents of New York State hospitals, and also 
hospital plan organizations. I shall appreciate 
it if you will take the necessary steps to inform 
the pertinent organizations you are connected with . 
in regard to this action. 

Very truly yours, 
Hersert H. Bauckus, M.D. 


A correction. — In order that there may be no 
misunderstanding as to where the Medical Society 
of the County of New York stands on the ques- 
tion of the “all inclusive contract” of the As- 
sociated Hospital Service of New York, let it be 
known by everyone that this County Society is 
in harmony and agreement with the published 
principles of the Medical Societytof the State of 
New York and the American Medical Associa- 
tion.* The Medical Society of the County of 
New York is opposed to the inclusion of any 
form of medical practice, including pathology, 
radiology, anaesthesiology and physical therapy, 
in any hospital service contract. It is not a policy 
of this Society to condone the violation of Article 
IX-c of the Insurance Law. 


*jJ. A. M. A., page 619, June 28, 1943. Bauer Committee 
report. N. Y. &. J. M., page 749, June 19, 1937. Restate- 
ment of Booth Committee report. 
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MEDICAL NEWS 


Dr. Van Riper Appointed Medical’ Director 
National Foundation 


Dr. Hart E. Van Riper, of Scarsdale, N. Y., has 
been appointed medical director of the National 
Foundation for Infantile Paralysis. Dr. Van Riper 
has served as acting medical director since Jan- 
uary. 

The appointment was made to fill the vacancy 
created by the death of Dr. Don W. Gudakunst 
earlier this year. Dr. Van Riper will guide the 
National Foundation’s extensive program for re- 
search, education and medical care and treatment 
for infantile paralysis patients throughout the ina- 
tion. 

Widely experienced in public health and wel- 
fare administrative work, Dr. Van Riper joined 
the National Foundation’s staff last October as 
assistant to Dr. Gudakunst, the organization’s 
medical director. On the latter’s death in January, 
Dr. Van Riper became acting head of the medical 
department. 

Before joining the Foundation staff he was 
medical director, of the Jackson Memorial Hospi- 
tal, Miami, Fla., and prior to that for »pproxi- 
mately three years was assistant director for ma- 
ternal and child health in the U. S. Department 
of Labor’s Division of Health Services. 

He is a Fellow of the American Academy of 
Pediatrics, a member of the American Public 
Health Association, and certified by the American 
Board of Pediatrics. 


Surplus Army Hospitals Released to 
Veterans Administration 


The Army’s great general hosp'tals, built to the 
latest medical and surgical standards for the care 
and treatment of, its wounded and sick during 
the war, are being released as rapidly as the de- 
crease in the patient load justified and offered first 
to the Veterans Administration for its rapidly 
expanding program for medical care for veterans. 


When three general hospitals housing p:ira- 
plegic centers, McGuire at Richmond, Virginia; 
Birmingham at Van Nuys, California; and 
Vaughan at Hines, Illinois, were released io the 
Veterans Administration on April 1, 1946, special 
equipment for the treatment of the pafaplegic pa- 
tients remained in the hospitals in addition to the 
standard equipment turned over in all cases io 
the Veterans Administration. A part of this spe- 
cial equipment included wheel chairs, walking ap- 
paratus, special headphones for bui!t-in radios and 
shop facilities used in training the patients who 
are paralyzed in the lower half of the'r bodies. 

Army hospitals also stand ready with out-pa- 
tient treatment for veterans with service-connected 
disability in isolated areas or emergency cases 
where civilian hospital facilities are not imme- 


diately available. Out-patient treatment for veter- 
ans is also practiced in Puerto Rico, Alaska, and 
the Philippine Islands. 

Several Army hospitals were erected by the 
Army with an eye toward future occupancy by 
the Veterans Administration. Both Vaughan and 
McGuire General Hospitals, housing paraplegic 
centers, were constructed with this in mind. In 
fact, Vaughan General Hospital was erected upon 
Veterans Administration property. Although the 
wards and buildings were built according to Army 
specifications, they can be changed in minor as- 
pects to fit Veterans Administration needs. Kitch- 
ens, mess halls and clinic rooms are a few of 
the features that vary. ; 

The 11 General Hospitals which already have 
been released to the Veterans Administratio1 with 
all equipment are: Ashbourn, McKinney, Texas; 
Foster, Jackson, Mississippi; La Garde, New Or- 
leans, Louisiana; Thayer, Nashville, Tennessee; 
Winter, Topeka, Kansas; Birmingham, Van Nuyi, 
California; Finney, Thomasville, Georgia; Mc- 
Closkey, Temple, Texas; McGuire, Richmond, 
Virginia; Nichols, Louisville, Kentucky; and 
Vaughan, Hines, Illinois. 


Three Military Hospitals Named for Medical 
Department Dead 


Army hospitals in Massachusetts, California 
and Florida were renamed in honor of a de- 
ceased medical corpsman, a general and a colonel 
who hold niches in the Medical Department hall 
of fame. 

Secretary of War Robert P. Patterson officially 
redesignated Waltham Regional Hospital, Waltham, 
Massachusetts, as Murphy General Hospital. Pas- 
adena Area Regional Hospital, Pasadena, Cali- 
fornia, is now McCormack Gereral Hospital, and 
AAF Regional and Convalescent Hospital, Coral 
Gables, Florida, is Pratt General Hospital. 

Private First Class Frederick C. Murphy, 
awarded posthumously the Nation’s highest honor, 
the Congressional Medal of Honor, died as the 
result of battle wounds in March, 1945, near Saar- 
lautern, Germany, in the assault against the Sieg- 
fried Line. 

Brigadier General Condon, Carlton McCormack 
was retired from active duty on May 31, 1944, 
when Deputy Chief of Staff, Western Defense 
Command. He had a long and distinguished ca- 
reer dating back to 1898 when he served a hitch 
in Company C, 2nd Oregon Volunteer Infantry, 
as a private. 

Colonel Fabian L. Pratt, after 21 months over- 
seas during World War I as first lieutenant, Med- 
ical Reserve Corps, where he served with ihe 
Royal Army Medical Corps, was commissioned @ 
first lieutenant, Regular Army, on July 1, 1920. 
Keenly interested in aviation, Colonel Pratt early 
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quaiified as “balloon observer and airship pilot” to 
become one of the pioneer flight surgeons of the 
Army. He was one of the first to become a 
pilot in his own right. 

He died on December 18, 1944, while serving as 


‘Surgeon, 4th Air Force, Hamilton Field, Cali- 


fornia. 


Medical Fraud 


Phurcerol Company. — This Chicago concern is 
reported to have had one Charles L. Cremieux as 
president and superintendent, and an Irene Drew 
as vice-president and general manager. Through 
the nails it sold Phurcerol as an external remedy 
for “arthritis, rheumatism, muscular aches and 
pains,” which nostrum was described on the com- 
pany’s letterhead as “The Wonder Sulphur for 
Arthritis.” According to federal investigators, 
the business was started about July, 1941, and 
reached its clientele through newspaper advertis- 
ing in small cities and towns. Those who replied 
received a form-letter and a descriptive pamphlet. 
The former claimed that the product had been 
“carefully tried out on a large number of stubborn 
cases” and “the results have been truly amazing.” 
It went on to claim that “all those who were given 
treatment were aware of improvement, and in 
some cases where the patients had been bed rid- 
den, they found themselves able to walk again.” 
There was the further claim: ‘“Phurcerol has been 
approved by the U. S. Food and Drug Adminis- 
tration”! Finally the concern was ordered by ithe 
Post Office Department to show cause why it 
should not be debarred from the mails on the 
ground that it conducted a fraud. At the hearing 
a government chemist testified that his analysis 
of a specimen of Phurcerol obtained through test 
correspondence showed it to be a yellowish-red liquid 
consisting of a hydroalcoholic solution of about 1 
per cent isopropyl alcohol and glycerin, with 11 
grams of potassium sulfide in the four-ounce bot- 
tle, and some flavoring. Another government wit- 
ness, a Senior Medical Officer for the Food and 
Drug Administration, testified that in the treat- 
ment of arthritis, complete diagnostic measures 
should be taken to determine the type of the dis- 
ease and any existing complications. He showed 
that there is no one course of treatment for all 
the various types of arthritis and their complica- 
tions, and hence each sufferer requires individ- 
ualized therapy. He further showed that the po- 
tassium sulfide in the mixture was the only drug 
present in sufficient strength to have any effect 
worth considering, and that the sulfur or sulfides 
present could not be absorbed into the skin to any 
appreciable extent, and even if they were, they 
would be of no value to the system. His final 
testimony was that he could find no evidence in 
the files of the Food and Drug Administration 
that that agency had approved Phurcerol, and that, 
on the contrary, it had notified the defendants by 
letter “that this preparation should not be con- 
sidered as a good remedy or an effective treat- 
ment for arthritis and rheumatism, and that label- 
ing it as such would be considered by the officials 
to be misbranding under the Food, Drug and Cos- 


- metics Act.” No defense was offered by the re- 
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spondents, who neither appeared at the hearing 
nor were represented by counsel, though the lat- 
ter did declare in a letter to the Post Office De- 
partment that his clients had made no extensive 
progress in marketing Phurcerol and hence had 
discontinued the advertising and sale of it through 
the mails. Since the charges were found to be 
sustained by the evidence, a fraud order was rec- 
ommended, and this was issued on June 8, 1944, 
against the Phurcerol Company, Irene Drew, _ at 
Cremieux and their officers and agents. — Rep. 
J. A. M. A, 131:700 (June 22) 1946. 


New Era for Rehabilitation Program VA 
Hospitals * 


The medical rehabilitation program being 
planned for Veterans Administration hospitals 
was officially activated by publication of a cir- 
cular establishing a rehabiltation program in all 
VA hospitals. 

Before Gen. Omar N. Bradley became Admin- 
istrator of Veterans’ Affairs, the activities of 
medical rehabilitation in the VA were confirmed 
largely to physical and occupational therapy. In 
a few hospitals, which had progressive managers 
and competent therapists, these programs were 
adequate. 

In most cases, however, occupational therapy 
was conducted for the benefit of the hospital rather 
than the patient. Men shoveled coal, cut grass, 
and repaired furniture for the hospital and even 
the homes of staff personnel. This was known 
as “work therapy” but the primary emphasis was 
on the “work,” with not too much regard for the 
“therapy.” 

Eight months ago when General Hawley was 
brought back from his post as Surgeon of the 
ETO to head the medical services of the VA, 
one of his first tasks was to find a man who 
had both the medical and administrative experi- 
ence necessary to bring into the barren VA hos- 
pitals the aggressive, dynamic programs Of re- 
habilitation and convalescent care that had proved 
so successful in military and naval hospitals. 

For this position he chose Dr. Donald A. Co- 
valt, of Muncie, Ind., who was at that time in 
charge of the Army Air Forces convalescent- 
rehabilitation program. The wisdom of his choice 
is shown by the solid basic policies that Dr. Co- 
valt and his staff have established. 

In addition to providing more opportunity for 
physical and occupational therapy the new pro- 
gram includes corrective physical rehabilitation, 
pre-vocational shop retraining, educational retrain- 
ing, and special programs for the patients with 
spinal cord injuries, blind patients, and those suf- 
fering hearing disabilities. 

Staffs composed of physical medicine specialists, 
physical therapists, occupational therapists, physi- 
cal educators and instructors, will vary from 
eleven in a hospital of 150 beds up to 116 in a 
2,000-bed hospital. The number assigned will also 
be dependent on the function of the hospital, 
whether general medical and surgical neuropsy- 
chiatric, or tuberculosis. 


* Howard Rusk, New York Times, June 6, 1946, 
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BOOK REVIEWS 


OFFICE TREATMENT OF THE NOSE, 
THROAT AND EAR. By Abraham R. Hollender, 
M.Sc., M.D., F.A.C.S., Professor of Otolaryngol- 
ogy, University of Illinois College of Medicine; 
Otolaryngologist, Research and Educational Hos- 
pitals, Chicago, Illinois. Cloth. Price, $6.00. 
Pp, 552, with 140 illustrations. Chicago: The 
Year Book Publishers, Inc., 1946 


The first edition of this text published three 
years ago has been hailed with general approval. 
In the second edition the author has made every 
effort to keep pace with the rapidly changing 
trends in otolaryngologic therapy. The five main 
parts of the present volume are: General survey 
presenting the various forms of treatment; dis- 
eases of the nose the paranasal sinuses of the 
mouth and pharynx, of the larynx, of the ear; 
nervous disorders. A new chapter dealing with 
various types and causes of headaches has been 
added. The primary object of the book, office 
treatment, has been constantly kept in mind. This 
is a concise, authoritative, and above all eminently 
practical volume which should appear in many 
more editions. 


ANNUAL REVIEW OF PHYSIOLOGY. By 
James Murray Luck, Editor, Stanford University; 
Victor E. Hall, Associate Editor, Stanford Univer- 
sity. Vol. 8. Cloth. Price, $5.00. Pp. 658. Stan- 
ford University P. O., California: American 


Physiological Society and Annual Reviews, Inc., 
1946 


Because the Annual Review of Physiology has 
such a well earned reputation its publication is 
always awaited with interest. This particular 
volume has maintained the high standards set by 
previous editions. Altogether there are twenty- 
five reviews. These reviews are not merely a 
compilation of articles published but also include 
a critical analysis of the data presented. 

Of special interest to physiatrists will be the 
review of ultraviolet radiation by Hollaender of 
the U. S. Public Service, Bethesda, Maryland. He 
discusses, in this article, ultraviolet microscopy. 
Of importance is the evaluation of radiation of 
2537 angstroms. The effect of ultraviolet radia- 
tion on bacteria and fungi is discussed. The car- 
cinogenic effects of radiation are not overlooked. 
The irradiation of blood (Knott technic) is also 
evaluated and should be read by all those in- 
terested in this controversial subject. Air disin- 
fection is also another topic that is well evaluated 
by Hollaender and inasmuch as this subject is 
gaining much attention at present should be read 
by all clinicians. Another valuable review is by 
Brobeck on “Heat and Cold.” The effects of 


working in extreme temperatures and humidity 
are thoroughly discussed. The therapeutic use 
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of heat is, however, disappointing. It would 
seem, for instance, the author is totally unaware 
of the physiologic studies on therapeutic fever 
done in this country. He cites only one author 
from Great Britain in this field. However, the 
subject of “Cold” is well presented especially its 
therapeutic use. Another excellent review is by 
Bishop in Nerve and Synaptic Conduction. Other 
important contributions are Liver and Bile by 
S. Freeman, “Shock” by Gregersen; Aviation 
Physiology by Gemmill, and Blood Coagulation, 
Thrombosis, and Hemorrhagic Disorders by Fer- 
guson. This valuable volume is a must for every 
physician and should be in the library of every 
physical therapist. 


A BIBLIOGRAPHY OF INFANTILE PAR- 
ALYSIS. 1789-1944. Setectep AsstTrRacts 
AND ANNOTATIONS. Prepared under direction of The 
National Foundation for Infantile Paralysis, Inc. 
Edited by Morris Fishbein, M.D., Editor, The Jour- 
nal of the American Medical Association. Compiled 
by Ludvig Hektoen, M.D., Chief Editor, Archives of 
Pathology, and Ella M. Salmonsen, Medical Refer- 
ence Librarian, John Crerar Library, Chicago, Fab- 
rikoid. Pp. 672. Price, $15.00. Philadelphia: J. B. 
Lippincott Company, 1946. 


All Physical Therapists and others interested in 
poliomyelitis will welcome this outstanding con- 
tribution to the medical literature. Eight thousand 
three hundred and twenty papers have been cited 
and brief abstracts of the important contributions 
are included. There is an index of authors and 4 
complete subject index as well. The type, al- 
though small, is easily read because of adequate 
spacing. Every investigator in the field will want 
this volume on his reference shelf. 


TREATMENT BY ION TRANSFER (IONTO- 
PHORESIS). By D. Abramowitsch, M.D., Physi- 
cian in Charge’ of the Physiotherapy Department, 
Lincoln Hospital, New York City, and B. Neoussi- 
kine, M.D., Tel Aviv. Cloth. Price, $4.50. Pp. 186. 
New York: Grune & Stratton, 1946. 


The authors of this volume have performed 4 
useful service in compiling the physical and clini- 
cal facts of treatment by ion transfer. Dr. Abram- 
owitsch has brought from abroad an extensive 
knowledge of the clinical uses of ion transfer on 
the continent of Europe and has included in his 
presentation an account of the newer work on 
ion transfer in the United States. Although 
good deal of the imposing amount of material 
presented is based only on clinical observation, 
it should nevertheless prove stimulating because 
of its wide scope. Part I discusses the physical 
characteristics of the electric current, the effect 
of electrolytically introduced drugs and the meth- 
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ods and technic of treatment. Part II is devoted 
to the treatment of individual diseases ranging 
from diseases of the nervous system (including 
hemiplegia, poliomyelitis, facial paralysis, neural- 
gia) to arthritis, lumbago, the treatment of scars, 
dermatological conditions, diseases of the genitalia, 
diseases of the eye, ear, nose and throat and 
dental conditions. It is the consensus of com- 
petent clinicians that ion transfer offers many 
therapeutic possibilities which make more exten- 
sive use and more controlled clinical investiga- 
tion desirable. It is to be hoped that the pub- 
lication of this volume will draw the attention 
of the medical profession to the comparative sim- 
plicity and efficiency of the use of ion transfer 
in the treatment of a number of conditions in 
many departments of medicine. 


MODERN MANAGEMENT IN CLINICAL 
MEDICINE, By F. Kenneth Albrecht, M.D., S.A. 
Surgeon, U. S. Public Health Service; Kansas State 
Tuberculosis Consultant; Formerly C.inical Director, 
U.S. Marine Hospital, Baltimore, Md. With a fore- 
word by Alphonse McMahon, Commodore, Medical 
Corp, U. S. Naval Reserve, Chief. of Medicine, 
U. S. Naval Hospital, Bethesda, Md. Cloth. Price, 
$10,000. Pp. 1238, with numerous illustrations, 
many in colors. Baltimore: The Williams & Wil- 
kins Co., 1946. 


This is a new book in general medicine which 
deviates from the usual pattern in presentation. 
It attempts to cover the entire field for a general 
practitioner. The customary discussion of the 
diseases is covered as well as chapters on skin 
disorders, geriatrics, care of the ambulatory pa- 
tient, infectious diseases of post-war importance, 
chemotherapy, clinical laboratory medicine and an 
appendix which covers such items as diets, pas- 
sage of sounds, thoracentesis, lifting and turning 
of patients, etc. New features are found which 
are commendable but there are others which need 
criticism. The occasional use of trade names for 
drugs is certainly undesirable. The metric system 
is employed in some chapters whereas the apothe- 
cary is used in others. The tables for differentia- 
tion of diseases are numerous; many are good 
but often they are confusing and defeat their 
purpose; for example, a table distinguishes Hodg- 
kin’s disease from lymphosarcoma, reticulum cell 
sarcoma and giant follicle lymphoma. Another 
differentiates gonorrheal arthritis from rheumatic 
fever and rheumatoid arthritis with the use of 
seventeen different items, and the table on the 


differential diagnosis of adrenal tumors includes - 


arrhemoblastoma of ovary and thymic carcinoma 
which is certainly rare. Even the footnote com- 
ments that “only 4 cases reported.” The considera- 
tion of physical medicine is most meager; for ex- 
ample in the rheumatic conditions the author de- 
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votes approximately one-half page. Occupational 
therapy is covered by one short paragraph and 
with statements which make it obvious that the 
author does not know the value of these measures. 
The book errs on being too ambitious. 


THE OSSEOUS SYSTEM. A Hanpsook oF 
RoENTGEN D1acnosis. By Vincent W. Archer, M.D., 
Professor of Roentgenology, University of Vir- 
ginia Department of Medicine. Cloth. Price, $5.50. 
Pp. 320 with numerous illustrations. Chicago: Year 
Book Publishers, 1945. 


This is another excellent book in the séries of 
roentgen diagnosis by this publisher who is to be 
complimented on presenting these works which fill 
a definite need. The volume is confined to the bones 
exclusive of the joints and contains five chapters 
as follows: 1, Technic, principles of interpreta- 
tions, roentgen anatomy; 2, injuries to the skeletal 
system other than the spine; 3, spine; 4, bone 
diseases and abnormalities in children, and 5, bone 
diseases occurring principally in adult life. In the 
chapter on injuries the various bones are con- 
sidered individually and an important feature is 
the paragraphs on “confusing appearances” which 
alone would make the book worth while. It is 
refreshing to find the following quotation in com- 
ments on herniated disks “as a radiologist the 
author would much prefer a preliminary skilled 
neurosurgical examination to radiologic examina- 
tion with contrast medium.” If only more ra- 
diologists and neurosurgeons would agree with 
this author, the subsequent damage from radio 
opaque oils would be lessened. 

The reproductions of the roentgenograms are 
clear and instructive. The spine films are the 
least satisfactory but then this is too often true 
in the original films. The author has produced 
a book which should be most valuable to all prac- 
titioners who take their own roentgenograms and 
to all the other physicians who have anything to 
do with patients. 


THE PRINCIPLES OF HEREDITY. By Lau- 
rence H. Snyder, Sc.D., Professor of Zoology and 
Chairman of the Department, The Ohio State 
University. Third Edition. Cloth. Price, $3.75. 
Pp. 450 with 155 illustrations. Boston. D. C. 
Heath & Co., 1946. 


This outstanding text is again revised and 
brought up-to-date. The commendable features 
of the, earlier editions are retained. Several chap- 
ters have been rewritten and the latest ideas and 
developments of this science have been incor- 
porated into the older chapters. This is a recog- 
nized authority on the subject and should be 
valuable not only to the student but to anyone 
who wishes a clear and fundamental presentation 
of the principles of heredity. The popularity of 
this work attests to its excellence. 
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PHYSICAL MEDICINE ABSTRACTS 


An Analysis of 200 Cases of Arthritis Admitted 
to an Army General Hospital. Kenneth Gold- 
stein. 


New York State J. Med. 46:734 (April 1) 1946. 


An analysis of 200 cases of arthritis in the Gen- 
eral Medical Section of a Medical Service in an 
Army General Hospital is presented. These cases 
were observed over a period of one and a half 
years. During this time there were admitted to 
the Medical Service 5,524 cases, of which arthritis 
and its allied disorders occurred in 3.6 per cent. 

All of the cases were classified and careful ob- 
servations made during their hospital stays as to 
predisposing causes, symptomatology, physical 
signs, laboratory and x-ray observations. 

A provocative walking test employing the sedi- 
mentation rate has been described to aid in the 
early diagnosis of rheumatoid arthritis. Osteo- 
arthritis was the most! prevalent of the arthritic 
diseases, with rheumatoid arthritis and fibrositis 
following in that order. Climate and adverse in- 
fluence of service manifestly have been strong fac- 
tors in precipitating signs and symptoms in osteo- 
arthritis, rheumatoid arthritis and fibrositis, Most 
of the patients with osteoarthritis had involve- 
ment of the spine. Those who had rheumatoid 
arthritis were affected principally in the small 
joints of the hands, second the wrists and third 
the knees and ankles. 

Seventy-one per cent of our cases of rheuma- 
toid arthritis had constitutional symptoms and 93 
per cent showed an elevated sedimentation rate. 
Seventy-six per cent of the patients with osteo- 
arthritis had symptoms; all of them demonstrated 
positive objective findings. 

Conservative management with recognized 
measures of therapy resulted in improvement in 
the greater number of the patients with arthritis 


A Neuwropatholorical Study of Acute Human 
Poliomyelitis With Special Reference to the In- 
itial Lesion and to Various Po'ential Portals of 
Entry. Harold K. Faber, and Rosalie J. Silver- 
berg. 

J. Exper. Med. 33:352 (April 1) 1946. 


The peripheral and central nervous ti$sues of 
eight patients dying of acute poliomyelitis were 
examined histologically to discover whether and 
to what extent the distribution of lesions was 
consistent with the hypothesis that virus enters 
the mucous membranes through the superficial 
nerve fibers, infects the neurons in peripheral 
ganglia, and proceeds thence into the central nerv- 
ous system to infect connecting centers. Evi- 
dence consistent with this hypothesis was found 
in all cases. Based on concurrent lesions of the 


primary and secondary centers, the frequency of 
involvement of the various systems and the prob- 
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ability of their having acted as primary pathways 
for entering infection may be summarized as fol- 
lows: 

(a) Trigeminal afferent system (V cranial); 
very frequent. 

(b) Visceral afferent system (IX and X cran- 
ial): fairly common but less than V. 

(c) Gustatory system (VII, IX, and X Cran- 
jal): occasional. 

(d) Sympathetic system, upper levels 
(pharynx, bronchial tree, upper esophagus): oc- 
casional. 

(e) Sympathetic system, lower (intestin): oc- 
casional or doubtful. 

(f) Vagal efferent (parasympathetic) System 
(X cranial) and olfactory (I cranial) system: un- 
involved. 

In general, the evidence of penetration through 
the upper alimentary and respiratory tracts was 
more conspicuous and consistent than through the 
lower alimentary tract. The pharynx appears to 
be an especially favorable site for the primary 
penetration of virus into the body. 

The data suggests that the primary lesion of ' 
poliomyelitis occurs in the peripheral ganglia. Pri- 
mary invasion through the sympathetics results in 
initial involvement of the central nervous system 
at the spinal level; invasion through all the other 
channels described results in initial involvement 
of the central nervous system at the level of the 
brainstem (midbrain, pons, medulla). In neither 
instance does the level of initial involvement nec- 
essarily determine the site of initial paralysis. 


Physical Medicine in the Army. Its Effect on 

Civil Practice. J. W. T. Patterson. . 

Proc. Roy. Soc. Med. 39:150 (Feb.) 1946. 

Successful rehabilitation depends on a thorough 
coordination of all remedial measures from the 
bedside, through ambulatory convalescence, right 
up to final reinstatement. Reduction in the pe- 
riod of convalescence is just as important as the 
reduction in the duration of hospitalization. The 
latter has been brought home to the profession 
through the shortage of hospital accommodation. 
The former is equally important from the point 
of view of industry and from that of the patients’ 
economic circumstances, 

The medical profession must be prepared to 
study and disseminate knowledge in what are 
the most effective measures for rapid and com- 
plete restoration after disability and must be pre-~ 
pared to condemn all personal idiosyncracies in 
regard to methods which are proved to be waste- 
ful and less than fully effective. 

Successful rehabilitation demands a thorough 
knowledge of all the operations involved in the 
employment for which the individual is being 
prepared and involves the rehabilitation of the 
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whole man, psychologic and social as well as 
physical. 

The medical profession must be made to realize 
the importance of job analysis. It should busy 
itself with the investigation of job analysis from 
a medical point of view so that, among other con- 
siderations, its rehabilitation work shall be more 
purposeful and more scientific. Medicine must 
be prepared to advise on the capacity in which 
a permanently disabled person may be most ade- 
quately and suitably employed. Medicine must 
be brought to realize the importance of physical 
education and its interest and supervision enlisted 
in this highly effective factor in the maintenance. 
and achievement of physical efficiency and must be 
prepared to extend its preventive aspect more 
completely. It must investigate and adjudicate on 
all measures likely to improve and maintain health 
in addition to concentrating on established dis- 
ease processes. Such a preventive outlook de- 
mands investigation of the so-called normal, seek- 
ing to establish those ranges of normality, out- 
side which preventive measures must be under- 
taken to avoid ultimate disability. 


Under-Water Blast Injury of the Abtomen. Wil- 
fred Kark. 
J. Roy. Army M. Corps 86:64 (Feb.) 1946. 


During this war there have been. a number of 
reports on the clinical aspects and also on ex- 
perimental studies of the injuries caused by under- 
water blast. There are conflicting theories on ihe 
mechanism of jnjury, and there are differences 
of opinion about treatment. Two personal cases, 
both operated on in the earlier days of the war, 
seem worthy of record as they may provide some 
evidence in a discussion of opposing views. 

Both cases were involved in an incident which 
occurred during the Dunkirk evacuation. Neither 
of the men concerned had suffered previous in- 
jury nor were they injured when they left the 
deck of their mined vessel. While swimming some 
distance away from the sinking ship, both men 
felt the impact of detonating depth charges which 
had become submerged with the ship. They were 
rescued and brought to the hospital about twelve 
hours later. 


Cutaneous Distribution of Peripheral Nerves in 
Rhesus Monkeys as Determined by the Elec- 
trical Skin Resistance Method. S. R. Bruesch, 
and Curt P. Richter. af 
Bull. Johns Hopkins Hosp. 78:235 (April) 1946. 


Previous publications from this laboratory have 
demonstrated that the cutaneous distribution of 
sympathetic nerve fibers can be-studied by the 
electrical skin resistance method. The technic is 
based on the principle that the resistance of- 
fered by normal skin to the passage of a minute 
direct current is related to the activity of sweat 
glands. 

Disturbances in sweat secretion:in rhesus mon- 
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keys following transection of a peripheral nerve 
cause an elevation of the resistance of the skin 
to the passage of an electric current. 

The elevation of resistance varies from being 
sufficiently high to cause almost no flow of cur- 
rent in the circuit to a state where the amount 
of flow is only slightly less than in normally in- - 
nervated skin. 

The borders of areas of elevated skin resistance 
are static for only short périods of time. Imme- 
diately following section of a peripheral nerve, 
the area of high resistance is maximal, Soon, of- 
ten 24 hours or less postoperatively, there may 
be detected a lowering of resistance at the periph- 
ery of the area of high resistance. The area of 
high resistance which remains after this initial 
lowering of resistance about its periphery thus 
represents the autonomous zone of the blocked 
nerve. In many nerves, particularly those sup- 
plying more distal portions of the extremities, 
a further lowering of resistance about the periph- 
ery of the area of high resistance becomes promi- 
nent at 14 to 21 postoperative days. The pos- 
sibility of this lowering being due’ to ingrowth 
of sudorific fibers from adjacent intact nerves is 
suggested by the chrolonogy and symmetrically 
peripheral location of the change. 

A slow shrinkage of the borders of the remain- 
ing pattern of high resistance occurs over a pe- 
riod of three to six months, depending on the 
nerve and the level of transection and suture. 
This process results in the disappearance of the 
region of elevated skin resistance. This final slow 
shrinkage is interpreted as a functional manifes- 
tation of regeneration of the sudorific nerve fibers 
through the sectioned nerve. 


Functional Job Analysis. H. Ernest Griffiths. 
Brit. J. Phys. Med. 9:43 (March-April) 1946. 


The problem of the fitting of the able-bodied 
man into his proper niche in industry is one 
which has been exercising the minds of the in- 
dustrial psychologists more and more during the 
last thirty years; but why the psychologists? The 
answer is a simple one: because the muscles and 
joints of the able-bodied workman are physically 
fit to perform any normal operation which his 
brain is able to direct. Selection of the candidates 
for the jobs, then, have depended on educational 
standard and adaptability, and various forms of 
aptitude tests have been devised for their grading. 
These tests, intelligently applied, have already 
proved their value, particularly in relation to the 
more skilled jobs and to executive posts. 


Job analysis in relation to placement has, there- 
fore, been mainly confined to the determination 
of the intelligence quota of the operative. Other 
aspects of job analysis are related to production 
or to safety, to the elimination of unnecessary 
movement or of the duplication of effort, to the 
cultivation of rhythm and to the design of safety 
guards. 
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PRELIMINARY PROGRAM 


TWENTY-FOURTH ANNUAL SCIENTIFIC SESSION 
AND 
INSTRUCTION COURSE 


American Congress of Physical Medicine 


September 4, 5, 6, 7, 1946 


HOTEL PENNSYLVANIA, NEW YORK, N. Y. 


SCHEDULE OF INSTRUCTION COURSE 
WEDNESDAY, SEPTEMBER 4 


Peripheral Nerve Injuries (Physiologic 


Studies). 

Anatomical 
(Treatment). 

Pain (Types: 
Causalgic, Ischemic). 
PUDE 


HINES. 
Reasons for Foot 
FRANCES BAKER. 


HAR- 


Low Beck Pain (Anatomical and Me- 


chanical Basis). 


JESSIE WRIGHT. 


Functional Anatomy of the Shoulder 


Girdle. QUIRING. 
Functional Anatomy of the Hand. 
MARBLE. 


THURSDAY SEPTEMBER 5 


Physiologic Basis for Therapeutic Ex- 
ercisee FRANCES HELLEBRANDT. 


Fundamentals of Electricity as Applied 
N. 


to Physical Medicine. LIO 


Reconditioning in Certain Medical and 
Chest 


Surgical Conditions (Cardiacs, 
Surgery). HUDDLESTON. 
Prescription Writing in Physical Medi- 
cme. MARTIN. 

Essentials of Muscle Reeducation. BEN- 
NETT. 


Lecture and/or (Crutch 
Walking). DEAV 


FRIDAY, SEPTEMBER 6 
Rehabilitation 
N. 


of Industrial Injured. 


AITKE 
Physical Thera x to Injuries of the 
Hand. WATK 


Electrical. Stimulation of Denervated 
— (With Actual Demonstration on 
Model). OSBORNE. 
Use of Physical Therapy Following 
Various Fractures of the Extremities. 
KNAPP. 
Rehabilitation of the Severely Disabled. 
DEAVER. 
Spas (Present Sta- 
tus). BEH 


Strain 


Neurotic, radiating or 


ORA LEONARD HUDDLESTON, M.D., 


GORDON MATHER M.D., 


CHARLES 0. MOLANDER, M.D., Associate 


LECTURERS FOR INSTRUCTION 
COURSE 


ALEXANDER AITKEN, M.D., Medical Director, 
Clinic, Liberty Mutual Insurance Company, Boston; 


FRANCES BAKER, M.D., Assistant Clinical Professor, Orthopedic 
Surgery, University of California Medical School; Director, Depart- 
—_ Se Physical Medicine, University of California Hospital, San 

anc! 


H. J. BEHREND, M.D., Lecturer, Physical Medicine, School of 
Education, New York University; and Associate, Physical Medicine 
Hospital for Joint Diseases, New York; 


ROBERT L. BENNETT, M.D., Director, Physical Medicine, Georgia 
Warm ‘Springs Foundation, Warm Springs, Ga. ; 


GEORGE G. DEAVER, M.D., Physician in Charge of gs Medi- 
cine, New York University College of Medicine; Medical Director, 
Institute for the Crippled and Disabled, New York; 


KARL HARPUDER, M.D., Assistant Clinical Professor of Medicine, 
Columbia University College Physic’ and § ; Attending 
Physician, Department Physical Medicine, Montefiore Hospital. 


FRANCES A. NELCEBRANOT. M.D., Professor of Physical Medi- 
cine and Acting een the Baruch Center of Physical Medi- 
cine, Medical College of Virginia, Richmond, Va. ; 


HARRY M. HINES, Ph.D., Professor and Head, Department of 
Foguieiews. College of Medicine, State University of Iowa, Towa 
City, Ta.; 


Rehabilitation 


Associate essor of Medi- 
cine and: Director, rtment Physical Medicine, University of 
Southern “California School of Medicine; 


of Radiol- 
ent Therapy, 
Medicine, 


and Physica Departmen’ 
University of Minnesota of 


KURT S. LION, D.Eng., Associate Professor of Applied Biophysics, 


Massachusetts ‘Institute of Technology, Cambridge, Mass. ; 


HENRY CHASE MARBLE, M.D., Assistant in Surgery, Harvard 


University Medical School; 


‘Assistant Professor of Medicine, 
1‘ School, Kansas City, Kan. ; 


Physical Medicine, 
Physical Medl- 


University of Kansas 


Northwestern University Medical School; 
cine, Michael Reese Hospital, Chicago; 


STAFFORD L. OSBORNE, Ph.D., Associate Professor of Physical 
Medicine, Northwestern University Medical School, Chicago; 
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DANIEL P. QUIRING, Ph.D., Associate Professor of Biology, West- 
ern Reserve University; Head, Anatomy Division, Cleveland Clinic, 


Cleveland; 


ARTHUR L. WATKINS, M.D., Associate in Medicine, Harvard Uni- 
versity Medical School; Chief of Physical Medicine, Massachusetts 


General Hospital, Boston; 


JESSIE WRIGHT, M.D., Director, D. T. Watson School of Physical 
Therapy, Affiliated with the University of Pittsburgh School of 
Medicive, Pittsburgh. 


GENERAL INFORMATION 
RULES GOVERNING THE READING OF PAPERS 


No paper or address before the Congress shall occupy more 
than twenty minutes in its delivery. The program is so ar- 
ranged that all the time is utilized and it is therefore im- 
perative that the stated time schedule is closely followed. 


All papers read before the Congress shall be the property 
of the Congress for publication in the official journal. Each 
paper shall be deposited with the secretary of the section 


when read. 


THE CONVENTION 


The registration desk will be open at 10 a. m., Tuesday, 
September 3 for preconvention registration. It is important 
that everyone register before entering the lecture hall. Those 
not wearing the official badge will be refused admission. This 
meeting is not open to the public. No registration fee will 
be charged. 


BUSINESS SESSIONS 


The annual business meeting for the members of the Con- 
gress will be held Tuesday, September 3, at 8:00 p. m. in 
the Salle Moderne and on Wednesday, September 4, at 5 
p. m., in the Salle Moderne. 


CONGRESS DINNER 


The annual Congress dinner will be held on Thursday 
evening, September 5 at 7 p. m. in the Georgian Room and 
dress is optional. Exhibitors and guests are welcome. Be- 
cause of the difficulties in making plans for such occasions 
today it is imperative that you make a reservation. An in- 
teresting but brief after-dinner program has been arranged. 
»You will enjoy this occasion, the only social function of the 
convention. 


THE INSTRUCTION COURSE 


The instruction course will be given from 8:00 to 9:00, 
9:00 to 10:00 a. m., and from 1:00 to 2:00 p. m., on the 
days of Wednesday, Thursday and Friday during the con- 
vention week, enabling attendance at both the course and 
scientific session during the same period. 

Each registrant for the course is. allowed the choice of one 
lecture during a period, there being three instruction periods 
every day. Nine lectures may be selected from the eighteen 
that are listed. The charge for the complete schdule of nine 
lectures is $15.60, Lese than nine lectures may be scheduled 
at $2.00 per lecture. The right is reserved to reject any 
application if the Course Committee finds it desirable to do so. 


Registration for specific courses cannot be guaranteed when 
quotas are filled. 

Those who have not completed their registration should 
do so before attending any of the course sessions. No one 
will be permitted attendance at any of the course lectures 
without official registration card for the course. Registration 
for the course may be completed on Tuesday, September 3 
at the Hotel Fennsylvaniz, registration desk of the Congress. 
Course lectures will commence promptly at 8:00 a. m., 


Wednesday. 


EDITORIAL BOARD 


The annual meeting of the Editorial Board will be held 
Tuesday, September 3, 8:00 a. m., Breakfast. 


EDUCATIONAL CONFERENCE 


An entire afternoon has been set aside for the educational 
conierence to be held Tuesday, September 3, from 2:00 to 
5:00 p. m. The meeting has been designed primarily to give 
an opportunity ‘to medica! and technical directors of the 
various approved schvois for training physical therapy tech- 


nicians. 


SOCIETY OF PHYSICAL MEDICINE 


The Society of KEiysical Medicine will hold its annual 
meeting September 4, 12:30 Noon, luncheon. Pre- 
vailing restaurant conditions make it imperative that reser- 
vations be made in advance. If you are a member of this 
Society please make every effort to be present. 


AMERICAN REGISTRY OF PHYSICAL THERAPY 
TECHNICIANS 


The annual meeting of the Boards of the Registry will be 
held Thursday, 12:00 Noon, luncheon. 


SCIENTIFIC EXHIBITS 


Scientific exhibits will be on display again and should prove 
of great interest. As was the custom formerly, medals will 
be awarded to those exhibits which are adjudged the out- 
standing ones by the committee on scientific awards and will 
be announced at the annual congress dinner, Thursday, Sep- 


tember 5. 


TECHNICAL EXHIBITS 


The program of the scientific sessions and instruction 
course has been arranged with intermission periods to give 
time for visits and inspection of the technical exhibits, As 
these exhibits have been arranged with eonsiderable effort 
we urge every member and guest to set aside sufficient time 
for a complete tour of all exhibits. Exhibits will be open 
from 9:00 a. m. to 6:00 p. m. 
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APPLICATION FOR 
INSTRUCTION COURSE 


In Conjunction with the 
Twenty-Fourth Annual Scientific and Clinical Session 


of the 


AMERICAN CONGRESS. OF 
PHYSICAL MEDICINE 


September 4, 5, 6, 7, 1946 


Hotel Pennsylvania, New York City 


Name 


(Print) 


Address 


(If physician, answer) 


Are you a member of the A. M. A.? Are you 


a member of your county medical society? 


. 


Give name of Co. Med. Soc 


(If technician, answer) 


Only members of the American Registry of Physical Therapy 
Technicians are eligible to attend the course. Give Registra- 
tion Serial Number 


After reading the general 
courses offered, make u 
ing courses by hour an 


information and schedule of 
the schedule you wish to take, list- 
day; watch, please not to duplicate: 


Signature in ink. 


Date 


Please make check payable to and mail it with your 
application to 


American Congress of Physical Medicine 
30 North Michigan Avenue Chicago 2, Illinois 


GENERAL SCIENTIFIC SESSION 


WEDNESDAY, September 4 — 10:30 A. M. 


OFFICERS OF THE SECTION 


Chairman — Emir J. C. Hitpensranp, Washington, D. 
Secretary — WALTER M. Sotomon, Cleveland. 


Frequency-Intensity Curves of Normal and Paralyzed 
Muscles in Man. - 


HARRY D. BOUMAN, M.D., Assistant Professor of 
Physical Medicine, Northwestern University Medical 
School, Chicago; 


OEL_ KOSMAN, Ph.D., Assistant Professor of Physio. 
gy, Northwestern University Medical School, Chicago; 


STAFFORD L. OSBORNE, Ph.D., Associate Professor 
ot de ge Medicine, Northwestern University Medical 
School, Chicago. 


and 


ANDREW C. IVY, Ph.D., Professor of Physiology, 
Northwestern University Medical School, Chicago. 


The Inductothermy of Nervous Tissue in the Intact 
Animal. 


ROBERT DEWEY TAYLOR, M.D., Staff Physician, 
ar gana Division, Cleveland Clinic Foundation, Cleve- 
and, 


The Role of the Physiologist in Physical Medicine. 
WILBUR A. SELLE, M.D., Professor of Physiology, 


University of Texas, School of Medicine, Galveston, 
exas. 


A Poliomyelitis Program in a General Hospital. 
JOSEPHINE J. BUCHANAN, M.D., Assistant Pro- 
fessor, Physical Medicine, Medical College of Virginia, 
Richmond, Va. 


GENERAL SCIENTIFIC SESSION 
WEDNESDAY, September 4 — 2:30 P. M. 


OFFICERS OF THE SECTION 


Chairman — Witt1am Scumipt_ Philadelphia. 
Secretary — NaTtHan H. Potmer, New Orleans. 


a New Approach to Physical Medicine. 


BEN L. BOYNTON, M.D., Plainview Clinic and Sani- 
tarium, Plainview, Texas. 


Therapeutic Exercises in Management of War In- 
juries. 


CARL L. LEVENSON, M.D., Associate Senior Con- 
sultant, Physical Medicine and Rehabilitation, Third 
Branch Office, Veterans Administration, Chester, Pa. 


Physical Therapy in the Management of Tendon Re- 


GEORGE D. WILSON, M.D., Consultant, Physical 
Medicine, National Society for Crippled Children and 
Adults, Asheville, N. C. 


Rehabilitation of Patients with Srinal Cord Injuries. 
LOUIS B. NEWMAN, M.D., Director, Medical Reha- 
bilitation, Chief, Physical Medicine Service, Veterans 
Administration Hospital, Hines, IIl. 
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Physical Medicine and Rehabilitation in the Veterans _ GENERAL SCIENTIFIC SESSION 


Veterans’.Administration, Washington, D. C. 


WEDNESDAY, September 4 — 8:00 P. M. 


Administration. 
DONALD A. COVALT. M.D., Assistant Medical Di- THURSDAY, September 5 — 10:30 A. M. 
rector, Medical Rehabilitation and Physical Medicine, . OFFICERS OF THE SECTION 


Chairman — WILLIAM. BreRMAN. New York, N. Y. 
Secretary — Max Newman, Detroit. 


EVENING SESSION The Council on Physical Medicine. 
; HOWARD A. CARTER, M.E., Secretary, Council on 
Physical Medicine, American Medical Association, Chi- 


cago. 


Reliability of the Single Effort Muscle Test. 


ELLEN NEALL DUVALL, Ph.D., Research Associate, 
Baruch Center, Physical Medicine, Medical College of 


OFFICERS Virginia, Richmond, 
( i —M E. K i i J 
hairman ILAND ° NAPP, Minneapolis. SARA ANE HOUTZ, B.S., Instr uctor . F hy sical bi 


apy, Baruch Center Physical Medicine Medical College 
of Virginia, Richmond, Va. 


Physical Medicine in Treatment of Rheumatoid 
Arthritis with Associated Kanthomas. 
EVERILL W. FOWLKS, M.D., Chief, Physical Medi- 
cine Service, U. S. Veterans Administration, Portland, 


FORMAL OPENING OF THE Oregon. 
chiatri 

c Studies on Fatigue: 

ARTHUR L. WATKINS, M.D., Associate in Medicine, 


24TH ION Harvard Medical School, Boston; 
STANLEY COBB, M.D., Bullard Professor of Neuro- 
fathology, Harvard Medical School; Psychiatrist-in-Chief, 
fassachusetts General Hospital, Boston; 


Secretary — Ricuarp KovAcs, New York, N. Y. 


INVOCATION JACOB ELLIS. FINESINGER, M.D. <hssistant | Pro- 
. essor in Psychiatry, Harvar ica ool, Boston; 

ND N OF P NT-ELE europathology, Harvar ical School, Boston; 
HARLEY C. SHANDS, M.D., Research Fellow in Med- 

ADDRESS icine, Harvard Medical School, Boston, 
and 

Physical Medicine Facing Forward. GREGORY PINCUS, D.Sc., Director of Laboratories 
WALTER Si McCLELLAN, M.D., Saratoga Springs, Worcester Foundation for Experimental Biology; Re- 
search Professor of Physiology, Tufts College Medical 


N. ¥. 
School, Shrewsbury, Mass. 


Title to Be Announced. GENERAL SCIENTIFIC SESSION 


GEORGE F. LULL, M.D., Secretary and General Man- 
ager, American Medical Association, Chicago. 
THURSDAY, September 5 — 2:30 P. M. 


The Infl Muscle Action on Tissue Repair. 


SIR MORTON SMART, K. C. V. O., D. S., M.D., 
Chairman — Kristian G. Hansson, New York, N. Y. 


Manipulative Surgeon to His Majesty the King; Con- . 
sultant im Physical Medicine to the Royal Air Force, Secretary — Mance C. L. McGurnwess, New York, N. Y. 
London, England. tm the 
Mis-Directed Physical Therapy Treatmen’ 
Amputations. 
¢ DONALD L. ROSE, M.D., Baruch Fellow in Physical 


cs Medicine; Formerly Consultant in Physical Therapy to 
SCIENTIFIC EXHIBITS the Surgeon General, Silver Springs, Md. 


i The Optimum Exercise-Rest Balance in the 
See Final Program Manage- 
for announcement GEORGE MORRIS PIERSOL M.D., Professor Medi- 
cine, Graduate School; Professor of Clinical Medicine, 
of exhibitors School of Medicine; Director of Research and Instruc- 
tion in — Medicine, University of Pennsylvania 
way School of Medicine, Philadelphia, 

and description 

JOSEPH L. HOLLANDER, M.D., Instructor of Medi- 


of exhibits. cine, School of Medicine, University of Pennsylvania; 
Director of the Arthritic Clinic, Hospital of the Univer- 


sity of Pennsylvania; Philadelphia. 
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Vasomotor Adaptability and the Effect of Heat and 
Massage as Measured by the Cutaneous Tem- 
peratures of the Extremities of Normal Subjects 
_ Patients Suffering with Rheumatoid Arthri- 


GORDON M. MARTIN, M.D., Assistant Professor of 
go University of Kansas Medical School, Kansas 
ity, Kan. 


Salient Observations on Physical Medicine in the 
Service. 


HERMAN L. RUDOLPH, M.D., Formerly Chief Phys- 
ical Medicine Service, Letterman General Hospital, San 
Francisco, Reading, Pa. 


Physical Medicine in the Navy. 


COMDR. HARRY S. ETTER, (MC), U. S. 
reau of Medicine 
Washington, D. C 


A Community Rehabilitation Service and Center. 


HOWARD A. RUSK, M.D. Staff, New York Times, 
New York, N. Y. 


N., Bu- 
and Surgery, Navy Department, 


ANNUAL CONGRESS DINNER 
THURSDAY, September 5 — 7:00 P. M. 


TOASTMASTER: WALTER S. McCLELLAN, M.D., 


President 
GUEST SPEAKERS 


Norman T. Kirk, Mayor GENERAL, 
U. S. A., The Surgeon General 
Howarp H. Montcomery, Capt. (MC), U. S. Navy, 
Medical Officer in Command 


Donatp A. CovaLt, M.D., 
Assistant Medical Director, Medical Rehabilitation and 
Physical Medicine, Veterans Administration 


AWARDS 


H. Scumipt. M.D., 
Chairman, Awards Committee 


GENERAL SCIENTIFIC SESSION 


BARUCH CONFERENCE 


FRIDAY, September 6 — 9:00 A. M. 
OFFICERS OF THE SECTION 


Chairman — Frank H. Krusen, Rochester, Minn. 
Secretary — L. Watkins, Boston. 


Com: son of Normal and Pathologic Patterns of 
scular Activity. 
JUDITH PARTRIDGE PRICE, Research Associate in 


Biophysics, Washington University School of Medicine, 
St. Louis. 


Vertebral Changes Following Experimentally Pro- 
duced Muscle Imbalance. 
MERYL MILES, M.S., Instructor in Anatomy, Baruch 
Committee on Physical Medicine, Washington University 
School of Medicine, St. Louis. 


Some Properties of Denervated Muscle. 
SEDGWICK MEAD, M.D., Research Fellow in Physi- 
ology, Harvard Medical School; Baruch Fellow in 
Physical Medicine, Harvard Medical School and Mas- 
sachusetts General Hospital, Boston. 


The Evaluation of Disability and Treatment in Hemi- 
plegia. 


HAROLD DINKEN, M.D., Assistant Professor of Med- 
icine University of Colorado School of Medicine; Di- 


rector of Physical Medicine, Colorado General Hospital, 
Denver. 


Results of Combined Fever and Insulin Treatment ip 
Schizophrenia. & 
chiatry, Columbia University, College of Physici 
Surgeons, New York, N. 
FRANZ J. KALLMANN, M.D., Associate in Psychig. 
try, Columbia University, College of Physicians ‘and 
Surgeons, New York, N. Y., ; 


and 
NICHOLAS KOPELOFF, M.D., Assistant Professor of 


Bacteriology, Columbia University, College of Physiei 
and Surgeons, New York, N. Y. lysicians 


Measurement of Clinical Ultraviolet. 


CLIFTON BERNARD COSBY, M.A., Assistant Profes. 
sor of Biophysics, Baruch Center of Physical Medicine, 
Medical College of Virginia, Richmond, Va. 


A Survey Method for Radiation Coverage of Infra. 
Generators. 
LEOPOLD ROVNER, M.S. (Physics), State University 
of Iowa, School of Medicine, Iowa City, Iowa. 


Blood Platelets and Vaso-Constriction as Factors in 
Spontaneous Hemostasis. 
MARJORIE B. ZUCKER, M.D., Research Assistant, 
Department of Baruch Committee on Physi- 
cal Medicine, Columbia University College of Physicians 
and Surgeons, New York, N. Y. 


GENERAL SCIENTIFIC SESSION 


BARUCH CONFERENCE 


FRIDAY, September 6 — 2:00 P. M. 
OFFICERS OF THE SECTION 


Chairman — Howarp A. Rusk, New York, N. Y. 
Secretary — Donatp A. Covatt, Washington, D. C. 


phgetet and Nervous Factors in Spontaneous Hemo. 


FREDERICK J. KOTTKE, M.D., Baruch Research 
Fellow in Physical Medicine, Department of Physiology, 
University a Minnesota School of Medicine, Minne- 
apolis. 

The Effect of Low Temperature on Fluid Movement 
and Capillary Permeability in the Forearm. 
CHARLES S. WISE, M.D., Baruch Fellow in Physical 
Medicine, Harvard Medical School Cambridge, Mass; 


ELLEN BROWN, M.D., Research Fellow, Physiology 
Commonwealth Fund, Harvard Medical School, Boston, 
and 


EDWIN WHEELER, M.D., Assistant 
Massachusetts General Hospital, Boston. 


Crossed Learning. 
F. A. HELLEBRANDT, M.D., Professor, i 
Medicine and Acting Director, Baruch Center Physical 
Medicine, Medical liege of Virginia, Richmond, Va; 
SARA JANE HOUTZ, B.S., Instructor, Physical Ther- 
apy, Baruch Center Physical Medicine, Medical College 
of Virginia, Richmond, Va., 
and 

ANNIE M. PARRISH, B.S., Instructor, he Ther- 
apy, Baruch Center Physical Medicine, Medical College 
of Virginia, Richmond, Va. 


in Medicine, 


Physical 


The Evaluation of Disability and Rehabilitation 
Treatment of Paraplegics. 


GEORGE G. DEAVER, M.D., Clinical Professor of 
Medicine, New York University Medical College; Medi 


cal Director, Institute Crippled and Disabled, New York, 


A Study of the Kinematics and D of the Hu- 
man Gait and Its Application in Poliomyelitis. 
IRVING REHMAN, Ph.D., ‘Assistant Professor of 
Anatomy, Director University Sputhern Califormia 
School of Medicine, Research Project in Physical Medi- 
cine Under Baruch Foundation, Los Angeles. 
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CONVENTION PROGRAM 


ly Progress Report on the Development of the 
= ‘moe of Physical Medicine at the Univer- 
sity of Illinois College of Medicine. 
H. WORLEY KENDELL, M.D., Baruch Fellow Phys- 
ical Medicine, Section on Physical Medicine, Mayo 
Clinic, Rochester, Minn. 


Progress Report on the Development of the De- 
of Physical Medicine at the University 

of Southern California. 

0. LEONARD HUDDLESTON, M.D., Associate Pro- 

fessor of Medicine, University Southern California, 

School of Medicine, Los Angeles. 


rt of the ypognets in the Two Years Basic 
of the Department of the Organi- 
zation and Integration of Clinical Physical Med- 
icine and Research and Education. * - 
WILLIAM B. SNOW, M.D., Assistant Professor of 
Medicine, Columbia re pg College of Physicians 
and Surgeons, New York, N. Y. 


Grow. Importance of Physics in the Premedi- 
cal Curricula. 
Ph.D., Head UDepart- 


FRANCIS O. SCHMITT, [ 
ment of Biology, Massachusetts Institute of Technology, 
Cambridge, Mass. 


GENERAL SCIENTIFIC SESSION 


BARUCH CONFERENCE 


SATURDAY, September 7'— 9:00 A. M. 
OFFICERS OF THE SECTION 


Chairman — Frank OBER, Boston. 
Secretary — O. Leonarp Huppieston, Los Angeles. 


Muscle Strength and the Weather. 
ERNST FISCHER, M.D., Professor of Physiology, 
Baruch Center of Physical Medicine, Medical College 
of Virginia, Richmond, Va. ‘ 


The Significance of Physical Fitness. 
ROBERT C. DARLING, M.D., Associate Professor of 
Medicine, Columbia eg a College of Physicians 
and Surgeons, New York, N. Y. 


Ultraviolet, Infra-Red and Short Wave Dosimetry. 


KURT S. LION, D. Eng., Associate Professor of Mas- 
sachusetts Institute of echnology, Cambridge, Mass. 


The Role of Circulatory Changes in the Effectiveness 
of Thermogenic Agents on Deep Tissues. 
HARRY M. HINES, Ph.D., Professor and Head, De- 
partment Physiology, State University of Iowa School 
of Medicine, Iowa City, Iowa, 

and 
WILLIAM D. PAUL, M.D., Assistant Professor of 
Medicine, Director Department Physical Medicine, State 
University of Iowa School of Medicine, Iowa City, Iowa. 


The Effect of Thermal Shock on the Voluntary Neu- 
romuscular Apparatus. 


EBEN J. CAREY, M.D., Dean and Professor of Anat- 
omy, Marquette University School of Medicine, Mil- 
waukee, 


Temperature Equalization for the ReHef of Pain. 


HERBERT S. WELLS, M.D., Professor of. Biophysics, 
University ot Minnesota Medical School, Minneapolis. 


Reactions of Normal Man to External Heat. 
LUDWIG W. EICHNA, M.D., Associate Professor of 
Medicine, New York University’ College of Medicine, 

New York, N. Y. 


TECHNICAL EXHIBITS 


AMPEREX ELECTRONIC CORPORATION. 


Amperex Electronic Corporation will have a display of a 
complete line of, the most modern tube developments for use 
in short wave diathermy machines. 


ARCHIVES OF PHYSICAL MEDICINE. 


The leading publication in the field of physical medicine, 
issued monthly by the American Congress of Physical Medi- 
cine. Contains the scientific papers and addresses presented 
at the annual session. Other. features consist of its abstract 
section, book reviews and physical medicine news. Sub- 
scriptions will be taken at the booth. 


J. BEEBER COMPANY. 

The J. Beeber Company will exhibit a complete line of 
x-ray and Physical Therapy apparatus including the new 
Whirlpool Baths and the latest model Short Wave Diathermy 
machines. Also the new Portable Model Beck Lee Electro- 
cardiograph with seven leads and the Mattern line of x-ray 
will be displayed. 


THE BURDICK CORPORATION. 

The Burdick Corporation of Milton, Wisconsin, will exhibit 
their complete line of Physical Medicine equipment, including 
Short Wave Diathermy Units, Ultraviolet and Infra-Red Lamps 
and the Rhythmic Constrictor for the treatment of Peripheral 
Vascular Conditions. Physicians and technicians are invited 
to register for the Burdick Syllabus, a compilation of clinical 
material on the use of Physical Medicine equipment. 


THE COCA-COLA COMPANY. 

Coca-Cola will be served through the joint courtesy of the 
Coca-Cola Bottling Company of New York, Inc., and The 
Coca-Cola Company. 


THE DIERKER COMPANY — MANUFACTURERS. 


Dierker Therapeutic Apparatus for administering treat- 
ment and medication to accessible cavities; reprints of sci- 
entific papers by eminent clinicians who are users of the 
Dierker Apparatus will be available on request, 6529 Santa 
Monica Blvd., Los Angeles 38, Calif. 


E & J MANUFACTURING COMPANY. 


The E & J Manufacturing Company will exhibit the latest 
development in the E & J Resuscitaor Inhalator and Aspira- 
tor. You are cordially invited to witness interesting demon- 
strations of resuscitation by both mask and intratrachael 
catheter. 


H. G. FISCHER & CO. 

After-the-war models of x-ray and electrosurgical medical 
equipment are still largely in the making. Visitors to the 
24th Annual Scientific and Clinical Session are cordially in- 
vited to inspect the new FISCHER units already available. 
FISCHER representatives will be glad to answer any ques- 
tions and to supply information. You will be welcome at our 


booth. 


GENERAL ELECTRIC X-RAY CORPORATION. 


General Electric X-Ray Corporation presents their electro- 
medical equipment incorporating recent changes and improve- 
ments designed to facilitate the therapeutic effectiveness of 
established apparatus. 

Exhibit will include Inductotherm, Ultraviolet and Infra- 
Red, Hydrotherapy Bath, Galvanic and Sinusoidal Current 
Generators and the new Metal Locator. 
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ARCHIVES OF PHYSICAL MEDICINE 


Jury, 


HANOVIA CHEMICAL AND MANUFACTURING 

COMPANY. 

Late models of self-lighting type ultraviolet quartz lamps 
for orificial and body irradiation will be on display. Newer 
models of our Safe-T-Aire equipment for the destruction of 
air-borne bacteria will be on display for the first time. Com- 
petent and courteous representatives will be on hand to ex- 
tend a cordial welcome. 


ILLE ELECTRIC CORPORATION. 


Hydromassage Subaqua Therapy Equipment. — Ille Electric 
Corporation will demonstrate in their booth how the care of 
infantile paralysis, arthritis and other disabling conditions 
can be greatly improved by hydromassage subaqua therapy 
tanks. They will also display an improved “Mobile Whirlpool 
Bath,” Mobile Sitz bath chair, Paraffin bath and Folding 
Thermostatic bed tent. 


PAUL E. JOHNSON, MFRS. 
Paul E. Johnson, Mfrs., offer to the medical profession 


high quality, well built, efficient physical therapy equipment 
consisting of short wave diathermy units, galvanic, sinusoidal 
and faradic current units, ultraviolet lamps of the quartz 
and carbon arc types, localized as well as body types infra- 
red lamps and colonic irrigators. 


L. & B. REINER. 


On display will be representative lines of H. G. Fischer & 
Company equipment including the Fischer Model “J” Gal- 
vanic and Contractile Currents Generator, the New Fischer 
Model FCW Short Wave, and the Fischer Ultra Violet Gen- 


erator. CARDIOTRON the Direct-Recording Electrocardio- 
graph will be in actual operation. Also displayed will be the 
Jones MOTOR-BASAL Metabolism apparatus. 


BR. J. LINDQUIST COMPANY. 


You will see demonstration units of the new CHRONO- 
WAVE low voltage generator; ULTRA SHORT WAVE 
instruments; DESERT-SUN lamps; and the CHRONAXI- 
METER, products of the R. J. Lindquist: Co., of Los An- 
geles. Be sure to ask for a complimentary set of Electro- 
diagnosis charts. 


LEA & FEBIGER. 


Lea & Febiger will display among their books Kovacs’ 
Electrotherapy and Light Therapy, Kovacs’ Manual of Physi- 
cal Therapy, Ewerhardt and Riddle’s Therapeutic Exercise, 
Quiring’s The Extremities, Soffer’s Diseases of the Adrenals, 
Stone & DuFault on Diagnosis and Treatment of Pulmonary 
Tuberculosis, Scott and Van Wyck’s Obstetrics and Gyne- 
cology, Bell on Renal Diseases. New editions of many stand- 
ard works will be shown. 


It will be a privilege for The Liebel-Flarsheim Company 
to exhibit their latest model BOVIE electrosurgical units and 
short wave diathermies at the 1946 convention of the Ameri- 
can Congress of Physical Medicine. The company and its 
representatives cordially invite you to visit their booth for 
examination and demonstration of the latest developments in 
their electrosurgical and diathermy apparatus. 


McINTOSH ELECTRICAL CORPORATION. : 
McIntosh Electrical Corporation will have on display physi. 
cal medicine equipment. ; 


MERCK & COMPANY, INCORPORATED. 


The administration of Mecholyl Chloride by ion transfer 
introduces the drug into the tissues by means of direct gum 
rent. The resulting increased peripheral blood flow ig 9p 
value for the palliative local treatment of chronic (rhewmms 
toid) arthritis, chronic ulcers, Raynaud’s disease, scleroderma: 
and other vasopastic conditions of the extremities. 


MOORADIAN HIGH FREQUENCY LABS. 


To all who are interested in fine equipment for Physical 
Medicine, a cordial invitation is extended to visit our booth, 


PHILIP MORRIS & COMPANY. 


Philip Morris & Company will demonstrate the method by 
which it was found that Philip Morris Cigarettes, in which 
diethylene glucol is used as the hygroscopic agent, are less 
irritating than other cigarettes. Their representative will be 
happy to discuss researches on this subject and problems on 
the physiologic effects of smoking. 


REXAIR, INC. 


‘Rexair, is a portable air cleaner that performs many hoe 
pital jobs. It purifiés, deodorizes and humidifies the ait; 
cleans floors, walls and furniture; scrubs floors; draws im 
dustladen air and sends out clean, moist air. Dirt is trapped 
in water, poured down the drain. There is ho bag to empty. 


~ 


SARATOGA SPRINGS AUTHORITY. 


This exhibit consists of a photographic montage designed 
to show facilities available to the public at the Saratoga Spa 
as part of the health service of New York State. The pho 
tographs were taken in and about the various buildings on 
the State’s 1,200-acre reservation. They display the bottling 
and distribution of the natural mineral waters, laboratory aid 
research activities, scenic views, recreation - facilities and 
various treatments using natural mineral waters as given at 
three bath ‘houses. These include mineral baths and packs, 
as well as heat cabinet, light ray and other treatments. 

Saratoga Geyser water, bottled at the Saratoga Spa by the 
State of New York will be served. 


TECA CORPORATION. 


There will be exhibited the latest models of galvanic and 
sinusoidal generators, designed for therapeutic applications Te 
quiring low voltage currents; the new Low-Voltage Generator 
SP3, with original facilities and circuit divisions; the new 
model HP4, delivering continuous currents in various forms 
and the TECA Bitrodes, bipolar electrodes for testing and 
local treatments. 


THERMIONIC ENGINEERING CORPORATION. 


The Thermionic Engineering Corporation announces its ef 
trance into the field of radio-therapy equipment and proudly 
presents the FLECTROTHERM and the THERMITE, the 
finest diathermy apparatus ever built. 

You are cordially invited to visit us in our booth where 
these devices are on display and complete information is 
available. 
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SCLERODERMA AND 
VASOSPASTIC CONDITIONS OF 
RAYNAUD'S DISEASE AND 
CHRONIC ULCER” 


16 MM, SWLENT Kop ACHROME MOTION PICTURE 


(running time, 


minutes), shows the technie of ad- 


isteringsMecholyl Chloride by the method of ion 
nsfer iontophoresis) and the results of treatment in 
Fonic ulcer and scleroderma. The film will be loaned 


to interested physicians on request. Applications for 
loan will be filled as quickly as prints of the film are 
available. Please enter your request as far in advance 


as possible. 


Mecholyl Chloride has been accepted by the Council on 
Pharmacy and Chemistry. Its administration by ion trans- 
fer (iontophoresis) was found to increase blood fiow five 
times in the forearm skin and six and one-half times in 
the leg skin. 


MECHOLYL 


CHLORIDE 
4 4 


REG. U.S. PAT. OFF 


aera 


CHLORIDE MERCK 
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GEORGIA WARM SPRINGS 
FOUNDATION 


THREE MONTHS 
GRADUATE COURSE 


PHYSICAL THERAPY IN THE CARE 
OF POLIOMYELITIS 


This course is open to graduates of courses in 
erent therapy approved by the Council of 

edical Education and Hospitals of the Amer- 
ican Medical Association and membérs of the 
American Physiotherapy Association and/or 
Registry of Physical Therapy Tech- 
nicians 


TUITION: None. For Scholarship, contact 
the Georgia Warm ‘Springs Foundation or 
American Physiotherapy Association. 


ENTRANCE DATES: First 
January, April and October. 
PURPOSE OF COURSE: To train qualified 
physical therapists in the care of all phases 
of poliomyelitis: 
1. Accurate Muscle Strength Evaluation. 
2. Body Mechanics. 
3. Muscle Reeducation, 
4 


Monday of 


Including Underwa- 
ter Exercises. 
— Use of Assistive and Supportive 
Apparatus. 
5. alking Reeducation. 


For Information Write: 
ROBERT L. BENNETT, M.D. 
Georgia Warm Springs Foundation 
Warm Springs, Georgia 


Tus remarkable new 
FISCHER’ embodics 
the latest and most advanced 
features of short wave con- 
struction. Permits use of ail 
types of electrodés. Affords 
every type of s wave ap- 
plication. Power more than 
ample for every need, Con- 
trol is very fine.  All-steel 
cabinet cuts off radiations. 
Unit mounted on free-rolling 
casters. 


Not Just 
SHORT WAVE SERVICE 


A modern, all-service apparatus designed and * 
built to operate within the wave bands allocated 
by the Federal Communications Commission. 


[* TAKES gquality-built apparatus to give quality 
service. Apparatus that will give passable service 
for a while is easy to build. Apparatus that will 
deliver fine trouble-free performance, day after day 
and year after year, is something more than just 
equipment -— it is a virtually inexhaustible mine of 
adequate short wave service. FISCHER-built short 
wave apparatus is designed to give users full and 
continuous satisfaction. Longer service also means 
lower cost. ara 


Let us send you full informa- 
tion. No obligation. ask « 
for our large, 2-color folder, il- 
lustrating and describing our 
FISCHER Model “FCW” Short 
Wave Apparatus. 


H. G. FISCHER & 00. 


2323-2345 Wabansia Avenue 
CHICAGO 47, ILLINOIS 


E & J RESUSCITATOR 
INHALATOR 
AND ASPIRATOR 


The automatic breathing machine for the 
treatment of respiratory failure in adults, 
children or the new-born. 


Employed in more than 1,000 clinics and many 
important industrials and first aid organizations. 


E & J MANUFACTURING 
COMPANY 
Glendale, California 
Drexel Building, 581 Boylston Street, 
Philadelphia Boston, Mass. 


4448 West Washington Bivd., 
Chicago 24, Ill. 


OPPORTUNITIES 


WANTED—PHYSICAL THERAPISTS FOR THE 
FOLLOWING: (a) To take charge of department 
in new hospital located short distance from’ well 
known health resort in the Southwest; $250-350. 
(b) To join staff of department of physical ther- 
apy in large hospital in southern California; mini- 
mum $230; increase salary if candidate has had 
experience in treating infantile paralysis. (c) 
Eight-man clinic operating own hospital of 100 
beds, town of 12,000 in Northwest Texas; $250. 
(d) New group staffed by twelve specialists, prac- 
tically all American Board men; university medical 
center; East; minimum $200. (e) Supervisor of 
posture for public schools of eastern city; project 
sponsored by crippled children’s organization in 
conjunction with school district; degree in physical 
education and teaching ability required; $3,000. 
(f) Well qualified man with good background in 
hydrotherapy; 85-bed hospital, South; $250-$300. 
(g) To direct new department, large hospital, 
West Coast; salary $250. (h) Two, registered; 
300-bed hospital located in large city of Southeast; 
$150-$200, complete maintenance included. (i) 
To take full charge of department in 250-bed gen- 
eral hospital; treatments average 10,000 annually; 
middle-western metropolis. 


For further information, please write, 


BURNEICE LARSON, Director, Medical Bureau, 
Palmolive Building, Chicago 11. 
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OFFICIAL INSIGNIA 


THE AMERICAN REGISTRY OF PHYSICAL THERAPY TECHNICIANS 
The PIN 


(About Actual Size) 
The official pin is made of 1/10 carat gold with purple 
enamel trim. 
$4.20 
(Including Federal Tax) 


The EMBLEM 
(Two-thirds Size) 
Gold and purple on white cloth. Color fast. Each, 


15c 


The pin or the emblem may be obtained with ‘‘S’’ (Senior) or “J” 
(Junior). Cost must accompany oraer. . 
(Prices subject to change without notice.) 


Address all communications to 
AMERICAN REGISTRY OF PHYSICAL 
THERAPY TECHNICIANS 


30 North Michigan Avenue Chicago 2 


No other medical periodical gives you such 
“wide coverage’ in the field of physical medicine 


THE ARCHIVES 


If you are a teacher in physical medicine, a research 
worker, a physicist, or just a clinician—if you 
want to stay abreast of all that is new in physical 
medicine—you must read THE ARCHIVES 


Each month you will find in this journal informa- 
tive articles, constructive editorials, physical medi- 
cine news, announcement of new books and a wealth 
of abstracted material dealing with every phase of 
physical medicine. 


AMERICAN CONGRESS OF PHYSICAL MEDICINE, 
30 No. Michigan Ave., Chicago 2. 
Please find enclosed check for $5 [J or bill me 1 


If you are, not ah subscriber to THr for one year's subscription to the ARCHIVES. 
ARCHIvEes — send in your subscription 
today. Sample copy will be sent on re- 
quest. Subscription price $5 per year; | aga; 
F 

oreign $6.50, ‘city and State 
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WANTED 


Physical Therapist, male or female. De- 
partment established two years ago in 150 
bed general hospital. New equipment, em- 
ploying one technician. Expansion pro- 
gram planned for hospital and this depart- 
ment. Located in industrial town. Salary 
$200.00 per month and meals. Fairmont 
General Hospital, Fairmont, W. Va. 


WANTED: 


Male Physical Therapist for old 
established industrial office, 
200 Republic Building, 
Cleveland 15, Ohio. 


MEETINGS OF INTEREST 
TO THOSE IN THE 
FIELD OF PHYSICAL MEDICINE 


In these columns will be published information 
about meetings of interest to those in the field of 
physical medicine. New data should be sent 
promptly to the office of the Secretary, 2 E. 88th 
St., New York 28, N. Y. 4 


American Congress of Physical Medicine, 24th 
Annual Session, Hotel Pennsylvania, New York, 
September 4, 5, 6 and 7, 1946; Instruction Course 
to be held during the meeting; Dr. Richard Koyaes, 
2 East 88th Street, New York 28, Secretary. See 
announcement elsewhere this issue. 


The Pennsylvama Academy of Physical Medicine; 
meetings at the Philadelphia County Medical Build- 
ing, 21st and Spruce Streets. For 1946 schedule in- 
quire of Secretary, Dr. Harold Lefkoe, 1824 Spruce 
Street, Philadelphia 3. - 


* Southern California Society of Physical Medicine, 
Secretary-Treasurer, Dr. Clarence Dail, 802 Acacia 
Street, San Gabriel, Calif. 


American Occupational Therapy Association, Con- 
gress Hotel, Chicago, August 11 to 15, 1946. Mrs. 
Meta R. Cobb, Executive Secretary, 33 West 42nd 
Street, New York 18, N. Y. 


WANTED: FEMALE PHYSICAL 


THERAPIST 
Reply to Box 446 


American Registry of Physical Therapy 
Technicians 


30 No. Michigan Ave., Chicago 2, Ill. 


NEW 1946 DIRECTORY 


American Registry of 
Physical Therapy 
Technicians 


Available About Aug. |. 
Order Now , 


Cost 10 cents, stamps accepted. 


AMERICAN REGISTRY OF PHYSICAL 


THERAPY TECHNICIANS 
30 North Michigan Avenue 
CHICAGO 2, ILLINOIS 


HOTEL RATES 
American Congress of 
September 3, 4, 5, 6, 7, 1946° 
Hotel Pennsylvania New York City 


Unless requested otherwise, we will hold 
your reservation until 9 p. m. of the day of ~ 
your arrival. 


A. M. 
Date Arriving Hour.......-.--- P.M. 
Room and Bath 3.85 C) 5.50 LJ 
for One 4400 6.05 O 
Per Day 660 
7.15 
Double-Bed Room 5.50 0 7.70 () 
with Bath 8250 
For Two—Per Day 6601) 8800 
Twin-Bed Room 7.70 
with Bath 6.50 8.25 
For Two—Per Day 715 880 
SUITE— 11.00 1 
Living Room, 
Bed Roomand Bath. 10000) 13.00 0 


MORE THAN, 2 PERSONS IN 1 ROOM 
For each additional person in Double or 
Twin-Bed Room the extra charge is $2.00 
per day. 
If a room at the rate requested is unavail- 
able, reservation will be made at the 
next rate. 
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See Our Demonstration at 
American Congress of Physical Medicine, 
New York City. 


| ELECTRIC CORPORATI 


AVOR MASSAGE 


FOR GRATIFYING RESULTS 
SUBAQUA THERAPY 


civilian and industrial 
hos itals consider the ILLE Improved 


ydrotherapeutic Tank i ns in the 

of physical 

Excellent—even have 
time and again been attained with Ille equip- 
ment in the rehabilitation of the ytic.. 
in functional improvement of arthritic 

-- following orthopedic of the ex- 
tremities .. -and in the after-care of fractures. 

The improved ILLE Hydrotherapeutic 
Tank, with twin ejectors 
and accurate thermostatic control, provides 
the outstanding means for achieving maxi- 
mum benefits under-water therapy. 


36-O8 33rd STREET, LONG ISLAND CITY, N. Y. 


All high freque coils pleted 

for efficency one durabil 

Other metal parts chromium plat- 
No corrosion, oxidizing or 


tarnishing. 


Mycalex for in- 
sulation at high freque: 


Output Jacks recessed for safety. 


failure here! 


Resonance condenser of finest quality. 
Rounded and buffed plates 
—ultra steatite insulation — heavy 
phosphor-bronze contact springs. 


Your Card or Prescription Blank, Mailed to Us 
Will Bring You Brochure and Complete Information. 


P-300 DIATHERMY CHASSIS 
NOTE COMPACTNESS 


H D Switches rated at man 
load. No chance ot 


Solid, polished phenolic panel. 


Extractor f . for pretection. 


Fuse may be chan 
panel. 


in chromium. 


gh ety 
actors prevent 
of core Note i 
of all terminals—plainly ma 


Hehvy duty oscillator tubes. More 
durable—more powerful. 


AMERICAN DIATHERMY PRODUCTIONS 
10860 Santa Monica Blvd. 


Los Angeles 25, California 


high voltage to oselliators. 
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INSTRUCTION SEMINAR 


In Conjunction with the 
24th Annual Scientific and Clinical Session 
AMERICAN CONGRESS OF PHYSICAL MEDICINE 


September 4, 5, 6, 7, 1946 
HOTEL PENNSYLVANIA 


NEW YORK, N. Y. 


Wednesday Thursday Friday 
September 4 September 5 September 6 
(1) (7) (13) 
Peripheral Nerve Physiologic Basis for Rehabilitation of In- 
Injuries Therapeutic Exercise dustrial Injured 
(Physiologic Studies) F. Hellebrandt Aitken 
8 A.M. ines Roof Private Dining Room Roof Private Dining Room 
to Roof Private Dining Room 
9 A.M (8) 
= nl (2) Fundamentals of Elec- (14) 
Anatomical Reasons for| tricity as Appliedto | Tests and Measurements 
Foot Strain (Treatment) Physical Medicine (Joints; Strength Tests) 
Frances Baker Lion Molander 
18th Floor Headquarters 18th Floor Headquarters 18th Floor Headquarters 
(15) 
(3) (9) Electrical Stimulation 
+ Pain (Types: Neurotic, Reconditioning in Cer- | of Denervated Muscle 
Radiating or Referred, | tain Medical and Sur- (With Actual Demon- 
Causalgic, Ischemic) | gical Conditions (Car- stration on a Model) 
9 A.M. Harpuder diacs, Chest Surgery) Ochattis 
Roof Private Dining Room Huddleston Roof Private Dining Room 
to Roof Private Dining Room 
10 A.M. Use 
Low Back Pain (Ana- (10) ll 
tomical and Mechanical | Prescription Writing f 
Basis) in Physical Medicine 
Jessie Wright Martin 
18th Floor Headquarters 18th Floor Headquarters 18th Floor actasininteire 
(5) (11) (17) 
Functional Anatomy of | _ Essentials of Muscle Rehabilitation of the 
the Shoulder Girdle Reeducation Severely Disabled 
1P.M Quiring Bennett Deaver 
: + Roof Private Dining Room | Roof Private Dining Room | Roof Private Dining Room 
(12) 
2 P.M. (6) Lecture and/or Dem- 
Functional Anatomy , Hydrotherapy and Spas 
dhe onstration (Crutch (P t Status) 
o e an Walking) resen atus 
Marble Behrend 


18th Floor Headquarters 


Deaver 
18th Floor Headquarters 


18th Floor Headquarters 


The Seminar is intended primarily for physicians but a limited number of the members 
of the American Registry of Physical Therapy Technicians will also be admitted. One 


or more lectures may be taken, but. nine lectures comprise a full schedule. 


The charge 


for single lectures is $2.00; for the full schedule of nine lectures $15.00. 
For information and application form address 


AMERICAN CONGRESS OF PHYSICAL MEDICINE 


30 North Michigan Avenue 


Chicago 2 
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